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THE CLINICAL SIGNIFICANCE AND 
RATIONALE OF MANAGEMENT 
OF TESTICULAR SWELLINGS 


EDWARD WILLIAM WHITE, M_D. 


AND 
REUBEN B. GAINES, M.D. 
CHICAGO 


crotal pathologic changes in general and testicular 
sw ilings particularly offer an open challenge to the 
mc ‘ical profession. The clinical picture and correct 
me iagement is often very baffling, and, while the sub- 
jec is covered by rather a wide literature, the authors 
ar cognizant of their own limitations and feel that 
ina iy important phases of the subject are as yet 
un: ‘arified. : 

‘sticular swelling is of special interest to urologists 
an: general surgeons because it is an accompaniment of 
dit rent pathologic conditions affecting the testicle 
its: {, and it may apparently be present in pathologic 
coi itions in structures immediately associated with the 
tes cle. The pathologic lesions of the testicle in which 
the:e is testicular swelling are infections, both primary 
anc secondary, traumatisms and tumors of all types. 
Th pathologic conditions that may simulate a testicular 
swoiling, and from which this must be differentiated, 
are certain epididymitides, hydrocele, hematocele, infec- 
tions and tumors of the cord and testicular tunics. We 
have seen many cases of thickened, chronically infected 
hydroceles of advanced years that presented a difficult 
picture for differential diagnosis owing to the grossly 
endurated tunics and the structural firmness on palpa- 
tion. 

True testicular swelling mostly associated with tumors 
is generally observed in adults, though it may be seen in 
infants and the very aged. Certain of the infectious 
diseases of childhood may cause infectious orchitis, but 
this, as well as traumatic orchitis, may occur at any age. 

When a patient presents himself complaining of a 
testicular swelling, a complete and thorough medical, 
physical and urologic examination is of paramount 
importance. A cursory scrotal and prostatic analysis 
is not sufficient, owing to the intimate association of 
testicular pathologic changes and infectious processes 
in remote organs. Bordet, Wassermann-Hecht blood 
tests and careful tuberculosis studies must not be 
omitted. 

Assuming that the testicles are normally descended 
on palpation, the testicle on the side believed to be 
sound will usually be found normal in size, density and 
contour. The spermatic cord on the side on which the 
testicle is apparently ‘swollen should be grasped between 
the thumb and the forefinger at the external ring and its 
constituents palpated. If the constituents approximate 


— 


easily, separated only by the norinal parts of the cord, 


namely, the vas, the vessels and fascia, one can conclude 
that the swelling is not a hernia or any other lesion con- 
nected with the abdomen and that, therefore, one is 
dealing with some lesion of the testicle or its adnexa. 
Of these, commonest by far is a hydrocele of the tunica 
vaginalis or of the spermatic cord. The first is pear 
shaped and blends with the testicle ; the latter is globular 
and lies above and distinct from the testicle. Both are 
fluctuant and, if recent, both are translucent on trans- 
illumination. A hydrocele may be entirely independent 
and account for the apparent testicular enlargement, or 
a hydrocele may be a complication of existing testicular 
swelling. In any case the presence of a hydrocele must 
be ascertained and, if there is reason to believe that a 
hydrocele, if present, masks testicular disease, it must 
be tapped and emptied so that the testicle itself may be 
investigated. On the other hand, it is well to remember 
that a rapid testicular cellular growth may present all 
the characters of a hydrocele except that it cannot be 
transilluminated. Many diagnostic errors have been 
made in which testicular neoplasms have been treated 
as hydroceles. If a hydrocele is found, the testicle 
should be palpated both during and after its treatment. 

If hydrocele can be eliminated, the next step is to 
investigate for testicular adnexal diseases, namely, 
hematocele and epididymitides, which simulate testicular 
swellings. It is difficult to differentiate a long-standing 
solid hematocele from a testicular neoplasm. 

We have in our records five cases of hematocele of 
long standing which were only with difficulty differ- 
entiated from testicular new growths. The following 
report will illustrate the confusion often existing 
between hematocele and testicular sarcoma: 

M. S., a man, aged 52, entered the urologic division of the 
Alexian Brother’s Hospital, Chicago, April 10, 1930. The 
history in brief consisted of a weird narrative of excessive 
sexual attempts, sexual failures and unnatural sex practices 
covering a period of forty-eight hours. Within eight hours 
following the foregoing experiences, we were informed, he was 
taken with sudden acute agonizing pain in the left testicle and 
left inguinal region, temperature rises, nausea, vomiting and 
extreme shock. He was not a local resident and had been else- 
where, and our knowledge of the case came approximately ten 
days following the appearance of symptoms. Previous diag- 
nosis of hematocele had been given following puncture of the 
tunic, and none had considered the possibility of testicular 
tumor. An orchidectomy was performed April 22, and a diag- 
nosis of small round cell sarcoma was obvious following patho- 
logic studies. Extreme radiotherapy was instituted but the 
patient died five and one-half months later of metastases to 
the lungs and liver. 


This history is instructive, and one is impressed with 
the seriousness of these cases, the sudden onset and the 
difficulties encountered in diagnosis. 

Tanner * says that if on the surface of a scrotal tumor 
one palpates the tunica vaginalis it is certain that one 





1. Tanner, C. O.: Tumors of the Testicle, Surg., Gynec. & Obst. 
35: 565 (Nov.) 1922. , 
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is not dealing with a hematocele. It is also impossible 
in hematocele to feel the epididymis between the fingers, 
because it is hidden in the cavity of the hematocele. 
There are, however, certain signs that will help one in 
recognizing a hematocele: History of a local trauma- 
tism is significant; transillumination of the scrotum is 
not possible; testicular sensation is often lost; it is 
difficult to distinguish the testicle from the epididymis ; 
the swelling is usually round, solid and hard in con- 
sistency and about the size of a duck’s egg; in weight, 
the tumor gives the impression of being heavy; the 
spermatic cord is often thickened; the layers of the 
tunica vaginalis cannot be felt by palpating between 
the fingers. Needle puncture for blood in hematocele 
is useless as a diagnostic measure, and it may be 
dangerous. 

With the exclusion of hematocele and hydrocele, our 
quest is reduced to a lesion of the epididymis or of the 
body of the testicle. An enlargement of the epididymis 
is usually not of malignant nature but is an inflamma- 
tion of tuberculous or pyogenic origin. According to 





Fig. 1.—-Chronic inflammatory hydrocele. The testicle is moderately 
atrophic with no evidence of spermatogenesis. The capsule is thickened 
and densely fibrous nearest the testicle itself. Zones of scar tissue covered 
by purulent exudate are found throughout the testicle. 


Mark,? while tuberculosis of the epididymis is known 
to be relatively common, a critical study of the litera- 
ture as well as the replies to a questionnaire elicited the 
fact that primary tuberculosis of the testicle does not 
exist or is exceedingly rare. If the swelling being 
investigated is an epididymal tuberculosis, one may 
reasonably expect nodular areas alternating with case- 
ating areas and nodularities of the vas. If the epididy- 
mal swelling is of pyogenic origin, one might expect 
a tender prostate and seminal vesicles or inflammation 
about the urethra or bladder neck. If one is unable to 
find any of these signs, one is justified in concluding 
that the swelling is due to a lesion of the body of the 
testicle and that the possible lesions are infections 
including syphilis and tuberculosis, traumatism or 
tumor. 


TESTICULAR SWELLINGS NOT ASSOCIATED WITH 
TUMOR, 
Infections —Regarding testicular swellings due to 
infections, Wesson * says that inflammation of the testis 


without a _ coincident prostatitis and seminal vesiculitis 


Primary Tuberculosis of Body of Testis, J. Urol. 5: 
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indicates a blood-borne infection. Almost any organ- 
ism in the blood stream may enter the testis and, if 
there is a lowered resistance of the gland or an 
abundance of infective organisms, a foothold may be 
gained and characteristic lesions produced. However, 
the rule is that organisms that have invaded the general 
circulation are rapidly filtered out so that, as far as the 
testicle is concerned, blood-borne infections are fairly 
rare. Acute infectious orchitis may occur as the result 
either of bacterial invasion or of bacterial toxemia; the 
type example of hematogenous orchitis is seen in 
mumps, typhoid, pneumonia and smallpox. 

Besides the blood stream, testicular infection may 
occur through the lymph channels and through the 
natural communications with the vas deferens, epi- 
didymis and other associated structures. Localization 
of bacteria may follow injuries to the cord or opera- 
tive interventions and spread by contiguity to the testis, 
It has been alleged that, following a strain, Bacillus coli 
from an infected urine spread to the testicle. In 1927 
Caulk * found testicular abscess in 5 per cent of patients 
with epididymitis; also two cases in which testicular 
abscess developed after hydrocele operations. Mat'ie® 
himself reported two such cases following epididymec- 
tomy. He thinks that a great many testicular infections 
are classed as epididymitides and that cases of gov or- 
rheal orchitis, if on the right side, may be taken ‘or 
appendicitis. Although suppuration is rare and most 
of these cases recede without atrophy of the testis, tl e 
may be considerable sloughing with ultimate dest: uc- 
tion of the testicle. Mathé reports a case of supp: 'ra- 
tive orchitis due to the colon bacillus in a young \1an 
following instrumentation in which an_ orchidect: my 
was necessary. A similar case was reported by Crgn 
and Thjotta.* A progressive testicular swelling vas 
one of the important diagnostic points in these cz ses. 
Cases of suppurative orchitis following instrume ita- 
tion are quite common but fail to reach the literature. 
Our records give seventeen cases of testicular abs-ess 
covering a period of twenty years, twelve of wich 
required orchidectomy. 

Tuberculosis —According to Dean,’ tuberculosis is a 
factor in less than 10 per cent of testicular swellings. 
Mention has already been made concerning tuberculosis 
in the epididymis. A general tuberculosis first spreads 
to the genital organs by way of the epididymis, then 
extends along the vas and finally to the testicle. The 
family and personal history of the patient should be of 
value and roentgenograms might show active tubercu- 
lous lesions in the lungs. Rectal palpation should dis- 
close any involvement of the prostate and seminal 
vesicle. 

Wesson * states that the presence of tubercle bacilli 
in the seminiferous tubules of the otherwise healthy 
testes in tuberculous subjects is no longer accepted. 
Before a tuberculous epididymitis or orchitis can be 
attributed to a contusion, two conditions are necessary: 
the blood must be filled with tubercle bacilli from an 
infected focus and at the same time the testis ‘of 
epididymis must be anatomically so injured that the 
site provides a suitable culture medium for the settle- 
ment of the tubercle bacilli from the blood stream. 
Trauma as a cause of tuberculous orchitis must be 
extremely rare. On the other hand, a tumor develop- 








4. Caulk, cited by Mathé.® 
5. Mathe, C. P.: Suppurative Orchitis, J. Urol. 834: 324 (Oct.) 193% 
6. Grgn, F., and Thjotta, T-: Colon Bacillus Orchitis and . 
a Acta dermat.-venereol. @: 247 (June) 1925. 
Dean, A. L.: ._Teratoid Tumors of the Testis, J. A. M. A. 105% 
1968 (Dec. 14) 193 
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ing in the testis may extend from the rete testis into 
the epididymis and simulate tuberculosis or into the 
vas deferens and suggest tuberculous thickening of the 
vas in subjects who give a history of tuberculosis. 

Syphilis—In a testicular swelling due to syphilis, 
testicular sensation is lost; the consistency of the swell- 
ing 1s often hard and solid in early syphilis, the swell- 
ing approximates the size of a pullet’s egg, it may be 
ovoid, globular or pear shape, and its weight appears 
licht. The spermatic cord is rarely thickened and the 
lavers of the tunica vaginalis may sometimes be felt 
by palpation. A positive Wassermann reaction is not 
diignostic because it may be given in other conditions ; 
however, other things being equal, a testicular swelling 
dve to syphilis ought to diminish in size after from four 
to eight weeks of intensive antisyphilitic treatment. 

It should be remembered that a malignant tumor of 
th» testicle and syphilis of that organ may coexist ; also 
thit the testicle and epididymis may be distorted by 
m sses of tumor tissue which closely simulate gum- 
m tous lesions of the testicle. 


— 


‘raumatism.—Traumatic Orchitis: Wasterlain * cites 
th view of Chevassu in relation to trauma and swell- 
in of the testicle; namely, that the trauma must be 
m nifest; it must consist of a painful swelling of the 
sc otum with blood extravasation, and there must be a 
fr e mterval of several months between the accident and 
th appearance of the testicular tumor. 

ollag® reported two cases of tumorous swelling 
of the testicle apparently due to injury. The first 
pe cent, aged 48,,had worn a truss since childhood for 
he nia of apparently traumatic origin. A carcinoma 
sii: plex (seminoma) resulted. The other patient, a 
mi aged 20, fell from a bicycle, injuring the left testi- 
cle: a malignant mixed tumor of the testicle developed 
shi rtly after. 

lany authors cannot conceive the possibility of an 
orcitis brought on by strains, although cases have been 
reported of testicular infection by B. coli alleged to be 
due to strain when the infected bladder was full. It 
is perhaps possible that injury to an infected hydrocele 
may spread the infection to the testis. 

\Vesson * analyzed seventy cases of reputed traumatic 
orchitis reported in the literature and states that in no 
instance was there an atrophy of the injured testicle. 
In five cases atrophy had followed a previous orchitis. 
The majority of the cases were nonvenereal epididymitis 
or tuberculous epididymitis. Only three cases were pos- 
sibly due to trauma, two hematoceles and one torsion 
of the spermatic cord. Wesson points to the fact that 
university and other athletes who are subject to unusual 
strains do not develop orchitis. He is of the opinion 
that seminal vesiculitis and not contusions or strains is 
responsible for the epididymitis commonly diagnosed as 
“traumatic orchitis.” 

Simple contusions of the testicle rupture small ves- 
sels with resulting hemorrhagic points. The pressure 
of the tunica vaginalis controls the bleeding. There 
may be edema and the testicle may become enlarged 
and hard. Fibrosis may follow at points of injury. 
If there is extensive cicatricial contracture there may 
be eventual atrophy of the testicle. 

We feel that in true trauma of the testis either there 
are constitutional symptoms, such as nausea, vomiting, 
great weakness, fainting and evidence of extreme shock, 
occasionally resulting in death, or there is local evidence 
of injury such as extravasation of blood with resultant 





8. Wasterlain: Tumeurs du testicule, J. belge d’urol. 3: 149, 1932. 
9. Bollag, L.: Schweiz. med. Wehnschr. 62: 419 (April 30) 1932. 
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pain, loss of function, with swelling beneath the deep 
fascia and discoloration, which appears promptly because 
of injury to the superficial structures. 

We have observed that in many cases of testicular 
tumors the patient gives a history of trauma suggesting 
that the tumor was the result of traumatism, but usually 
the injury has only called attention to a testicular swell- 
ing which had been existing for a period of time. In 
spite of the number of cases in which there has been a 
history of trauma, it is, however, doubtful whether 
trauma gives rise to any neoplastic process. In two of 
the thirteen cases of testicular tumor reported by Mac- 
Kenzie and Ratner '® the patients gave a history of 
trauma less than a year previous to the appearance of 
scrotal swelling. 

TESTICULAR SWELLINGS ASSOCIATED WITH TUMORS 

On account of their clinical importance and com- 
paratively far greater frequency, testicular swellings 
in association with some type of testicular tumor are of 
much more prac- 
tical interest than 
testicular swellings 
associated with 
other conditions. If, 
following the locali- 
zation of such a 
swelling of the tes- 
ticular tissue prop- 
er, infection and 
trauma can be ruled 
out, there is no 
other alternative 
but a diagnosis of 
testicular tumor 
Formerly all such 
tumors were con- 
sidered to be sar- 
comas and highly 
malignant; later 
they were classified 
into four or five 
groups, but the ac- 
cepted view today is 
that a great major- 
ity of tumors of the 


ssticle are wae Fig. 2.—Chronic infected hydrocele with 
testicle are Of eM- vas deferentitis. This clearly demonstrates 


brvonal origin. the atrophied testicle including the site of 
- ‘ chronic inflammatory hydrocele. The cord 
All authors agree is greatly thickened and very nodular. 


that in the etiology 

of such tumors neither heredity, occupation, race nor 
environment plays any part. More than 95 per cent 
of testicular tumors originate from aberrant sex cells. 
New growths may arise from any type of such cell 
present in the testicle which contains, potentially, the 
three germinal layers (epiblast, mesoblast and hypo- 
blast). Pathologists tell us that, therefore, any type of 
tumor—connective tissue, epithelial or mixed type—is 
possible. There are homogenous and _ heterogenous 
tumors and, in each, there may be benign and malig- 
nant types. They may be found in either normally 
descended or ectopic testicles. 

Testicular tumors are not rare. Desjardins and his 
associates *! report on 155 such tumors observed in the 
Mayo Clinic between 1920 and 1929 and they as well 
as others have found that, although such tumors may 





10. MacKenzie, D. W., and Ratner, M.: Tumors of the Testis, Surg., 
Gynec. & Obst. 52: 336 (Feb.) 1931. 

11. Desjardins, A. U., Counseller, V. S., and Gianturco, C.: Tumors 
of the Testis, Am. J. Surg. 27:71 (Jan.) 1935. 
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be observed at any age, they are mostly a development 
of the period of active sex life. That many cases of 
testicular tumors are not correctly diagnosed is obvious. 


CLASSIFICATION AND TYPES OF TESTICULAR 
TUMORS 

There is some variance of opinion concerning the 
classification and types of testicular tumors. As stated 
already, the vast majority of these were considered as 
sarcomas. In 1906 Chevassu ** published a classifica- 
tion, which was generally accepted until recently. This 
comprised six classes, of which three were specific ; 
namely, (a) the seminal epithelioma or seminoma devel- 
oping in the interior of the testicle by proliferation of 
specific cells lining the seminal tubules; it is a solid, 
fleshy, homogeneous tumor metastasizing probably 
through the lymphatics; (b) tumor of the interstitial 
cells, a specific tumor occurring rarely and mostly in 
ectopic testicles; (c) the specific testicular adenoma, 





Fig. 3.—Central abscess of the testicle. The central abscess is here 
clearly indicated. The central necrotic mass can be seen, also the point 
t which it broke through to the outer coverings of the testicle. 


also more frequently seen in ectopic testis. Among the 
nonspecific testicular tumors Chevassu included (d) the 
fibroma, arising from the fibrous tissue of the testicles 
and of which only a limited number of cases have been 
reported; (e) true primary sarcoma, usually small 
round cell sarcoma. Chevassu considered this type 
rare, having seen it only in one of 126 cases of testicu- 
lar tumor. Most writers now agree that true primary 
sarcoma of the testis is rare; (f) finally, Chevassu 
described the mixed tumors, the embryomas, containing 
both epithelial and connective tissue. 

Ewing '* advanced the view that all malignant tumors 
of the testicle were of embryonic origin and were 
therefore teratomas. He considered that Chevassu’s 
seminoma was only a particular type of teratoma and 
that it was not developed from adult spermoblasts but, 
like the mixed tumors, arose from aberrant sex cells 
that contained all three germinal elements. While many 
writers still retain the term seminoma, opinion is tend- 





hevassu, M.: Tumeurs du testicles, thése de Paris, 1906. 
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ing toward a general acceptance of Ewing’s theory that 
all testicular malignant tumors are teratomas. 

Morton '* made a pathologic study of tissue from 102 
cases of testicular tumor seen at the Mayo Clinic up to 
the end of 1927. The most common type (sixty-nine 
out of 102) was carcinoma simplex or malignant semi- 
noma; there were twenty-eight embryonal teratomas 
(mixed tumors), three fibrosarcomas and two dermoids. 

Most writers agree that malignant testicular tumors 
are mostly embryonic carcinoma or embryonic tera- 
tomas. Herger and Thibaudeau '® made a histologic 
study of fifty-six out of sixty-three cases of testicular 
tumor observed during the past twenty years in the New 
York State Institution for the Study of Malignant Dis- 
ease and found that fifty-five were teratomas and one 
was a fibrosarcoma. 

Chorio-epithelioma, similar to that found in the female 
genitalia, is occasionally found in testicular tumors. 
Fortner and Owen '® recently reported two cases in 
adults; Entwisle and Hepp ‘7 in 1935 reported a case 
in an adult and stated that 131 cases of chorio-epithe- 
lioma in males had been reported up to 1932. This 
tumor was first described by Schlagenhaufer in 1902. 
It is stated generally that tumors of the ovary are more 
benign than similar tumors in the testicle and, when 
malignant, are less malignant. 

Only a small percentage of testicular tumors are 
benign. Tanner! states that among the benign tumors 
there are dermoids, adenomas of the seminal tubul:s, 
interstitial cell tumors, fibromas, lipomas, myomas and 
chondromas. Examples of each have been reported in 
the literature. Stewart, Bell and Roelke '* recen‘ly 
reported a case of interstitial cell testicular tumor ir a 
boy aged 5 years. 

Among the rare types, Jenkins and Deming *° descr: e 
simple cysts of the testicle which they differentiate from 
cystic neoplasm and encysted hydrocele. 


TUMORS IN UNDESCENDED TESTICLES 

In 1921 Cunningham ?° found new growths over ‘en 
times as frequent in normally descended as in maliie- 
scended testicles. But many urologic surgeons are of 
the opinion that an undescended testicle is more likely 
to develop a primary tumor than a normal one. About 
one in every 253 male hospital patients show un:e- 
scended testicles. Hinman and Benteen *! in 1936 stated 
that 160 cases of testicular tumor in cryptorchids had 
been reported. The incidence of tumor arising in cryp- 
torchidism is reported as varying from 11 to 15 per 
cent by different authors. Dean found that malignant 
tumor occurred in 14.28 per cent of undescended testi- 
cles. Higgins ? found that malignant disease occurred 
three times in 251 cases of undescended testicles; three 
of his sixty-six maligant tumors were in undescended 
testicles, two in the inguinal canal and one in the 
abdomen. 


14. Morton, S. A.: The Pathology of Tumors of the Testicle, Proc. 
Staff Meet., Mayo Clin. 4:98 (March 27) 1929. 

15. Herger, C C., and Thibaudeau, A. A.: Teratoma of Testis, Am. J. 
Cancer 22: 525 (Nov. ) 1934. 

16. Fortner, H. C.,.and Owen, S. E.: Chorionepithelioma in Male, 
Am, J. Cancer 25: 89 (Sept.) 1935. : 

17. Entwisle, R. M., and Hepp, J. A.: Testicular Chorionepithelioma, 
J. A. M. A. 104: 395 (Feb. 2) 1935. 

18. Stewart, C. A.; Bell, E. T., and Roelke, A. B.: Interstitial-Cell 
Tumor of Testis with Hypergenitalism in Child of Five Years, Am. J 
Cancer 26: 144 (Jan.) 1936. “ 

19. Jenkins, R. H., and Deming, C. L.: Cysts of the Testicle, New 
England J. Med. 213: 57 (July 11) 1935. 

20. Cunningham, J. H.: New Growths Developing in Undescended 
— J. Urol. 5: 471 (May) 1921. 

Hinman, Frank, and Benteen, F. H.: The Relationship of Cryptor- 
chidiem to Tumor of the Testis, J. ‘Urol. 35: 378 (March) 1936. 

22. Higgins, C. C.: Diagnosis and Treatment of Testicular Tumors, 
Proc, Internat. M. Assemb. Interstate Postgrad. M. A. North America, 
1931 (1932), pp. 261-265. 
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Hinman’s *' personal study, based on the observation 
of 40,000 male hospital patients in the California Hos- 
pital, showed that testicular tumor occurred twenty 
times more frequently in undescended than in those 
normally descended. Dean found that teratoma occurs 
about 237 times as frequently as in normally descended 
testicles. 

\n abdominal tumor of testicular origin obviously 
presents many formidable problems of differential diag- 
nosis. It is a rapidly growing process, not infrequently 
inoperable, and the end results are generally unsatis- 
factory. 

INCIDENCE OF TESTICULAR TUMOR 

Hinman and Benteen,”! based on the study of nearly 
4(. 000 male hospital admissions, found the incidence 
of testicular tumors as about one in 983 patients. Tan- 
‘and Carlton ** estimate that a testicular malignant 
cc idition is seen in about one in 2,000 males seen in the 
a\ rage outpatient department. According to Dean,** 
ba ed on the admissions to the Memorial Hospital 
\ w York, between 1917 and 1926 testicular malignant 
gi wths comprised 3.39 per cent of all tumors of the 
ge ito-urinary system, 2.09 per cent of all malignant 
tu iors in the male. The average age at which the 
tu. or becomes manifest is 31.7 years but it may be 
se. at any age. In MacKenzie and Ratner’s ' series 
of cases the ages varied from 21 to 64 years. In Hig- 
gi: s’s ** sixty-six cases the average age was 34. 

egarding laterality, most writers agree that the right 
te. icle is more frequently affected than the left and, 
ac ording to Dean,” the right testicle is the site of 52.2 
pe cent. Bilaterality is very rare; Higgins noted it in 
on: out of sixty-six cases. 

.ccording to Tanner,’ 96 per cent of new growths 
of the testicle are malignant. 

‘esticular tumors are rarely observed in children. 
Hivgins states that the largest series collected in chil- 
dren contained only forty-two cases. 


SYMPTOMS OF TESTICULAR TUMOR 

latients with swellings definitely located in the testis 
should be thoroughly examined and all diagnostic tests, 
especially the hormone test, which will presently be 
referred to, applied. 

There are no pathognomonic symptoms of malignant 
testicular tumor, and experience has taught us that the 
symptoms of testicular tumor in general are most uncer- 
tain. Some patients complain of a mass in the scrotum 
or groin accompanied or not by dragging pain; others 
may mention occasional shortness of breath, cough or 
swelling of the legs. As a general rule, in the early 
stages of testicular swelling there is no pain, according 
to our observation and those of others, the initial symp- 
tom in 75 per cent of cases of teratoma being a 
painless swelling of the testicle. After pain is felt, 
metastases are usually rapid. In Higgins’s series of 
sixty-six patients, 18.1 per cent complained of testicu- 
lar pain and thirty-one per cent complained of more or 
less lumbar pain. Pain may be elicited on palpation of 
the testicle. As a later manifestation of a malignant 
growth, 27 per cent noted loss of weight and 26.4 per 
cent loss of appetite. In the majority of cases there 
sa progressive enlargement of the testicle with free- 
dom from pain until metastases can be demonstrated 
clinically. We have commonly noted that in the early 
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stages of a malignant condition the testicle is firm and 
smooth with no change in contour. Nodulations may 
occur later. The epididymis is usually unchanged and 
free from manifest pathologic changes, the skin moves 
freely over the testicle; the scrotum cannot be transil- 
luminated. 

Clinically the symptoms may be divided into three 
periods: the period of onset when the testicle is still 
in the scrotum, the period of evolution when the gland 
reaches considerable proportions, and the final period, 
characterized by grave symptomatology with infection 
of all lymphatic nodes of the lumbo-aortic region and 
cord. 

We have been impressed with the rapid advancement 
of these abdominal testicular tumors and the delayed 
appearance of these patients in seeking medical or sur- 
gical aid. Time is an ever important factor and in the 
two cases seen by us the growths had advanced to the 
size of the fetal head with fatal terminations stx months 
and eighteen months following an attempt at surgical 
assistance. 





Practically all the mass is tumor tissue composed 
The cells 
bands of 
Areas 


Fig. 4.—Seminoma. 


oval or polygonal cells with large vesicular nuclei. 
are crowded together in irregular masses separated by thin 
connective tissue stroma. The tumor has involved the epididymis. 
of necrosis are large and numerous. 


of round, 


TESTICULAR TUMORS 


there are no clinical pathog- 
nomonic symptoms of testicular tumors. The clinical 
diagnosis is made chiefly by exclusion. As Cieza 
Rodriguez and Mainetti ** show, a testicular tumor may 
be masked by a greatly thickened tunica vaginalis or by 
epididymitis or by a tuberculous lesion of the testicle. 
We also note some presumptive physical signs, which 
are significant; testicular sensation is sometimes lost, in 
malignant disease the consistency is sometimes hard and 
solid and, as regards weight, the testis seems heavy. 
The tumor may be ovoid, globular or pear shaped, and 
the size is usually that of a fowl’s egg. The spermatic 
cord is usually thickened in malignant disease; layers 
of the tunica vaginalis can be compressed with the pal- 
pating fingers easily. If there are metastases, nodules 
can be felt in the cord and mass along the lymphatics. 

The introduction of biologic tests in recent years has 
greatly simplified the diagnosis of malignant tumor of 
the testicle and its differentiation from benign tumors. 
This method, which was developed by Ferguson,”* cut- 


DIAGNOSIS OF 
As already stated, 
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ler and Owen," Zondek ** and others, gives a means of 
determining the presence of metastases before they 
make their clinical appearance, as well as of detecting 
any hidden extensive metastases that may have resisted 
radiation treatment. There is thus a biologic as well 
as a clinical method of determining the presence of 
metastases. Mackenzie, Ratner and others point out 
that in testicular malignant neoplasm metastases occur 
very early and are often present in cases in which 
clinically they cannot be determined. They spread first 
by the lymph itic route to the lumbar glands and to the 
glands along the spermatic vessels and later to the retro- 
peritoneal glands. By the blood route metastases may 
travel quickly to the lungs, liver and other viscera. 

The biologic test consists in the observed fact that 
the urine of patients with embryonal tumors contains 
a notable amount of gonadotropic hormone. Cutler and 
Owen ** made quantitative determinations of the follicle 





Fig. 5.— Malignant teratoid in undescended testicle. This specimen is 
the size of a fetal head, as stated in the text. It is characterized by the 
typical teratoid tumor mass with a multitude of small cysts scattered 
throughout. 


stimulating factor in the urines of sixty-six patients 
with teratoma of the testis; also in thirteen normal 
men and patients with benign testicular tumors. In all 
the latter the amount of the hormone was less than 
50 mouse units; in the first group it varied from 50 

16,000 mouse units per liter of urine. 

The test with the follicle stimulating factor is posi- 
tive in 60 per cent of testicular tumors independent of 
the nature of the tumor. The value of reaction in male 
cases is increased by the fact that it is negative in many 
other disorders of the male genitalia, such as, for 
instance, carcinoma of the prostate. 

It should be noted, however, that a positive hormone 
test is not pathognomonic of testicular embryonic 
tumor; it may be given in the presence of an embry- 
onal tumor elsewhere. Furthermore, pure specific tes- 
ticular tumors may give a negative test. A pure 
seminoma may not cause excretion of increased follicle 
stimulating factor in 1 the urine. 





27. Cutler, Max, and Owen, S. E.: Clinical Value of Prolan A: 
ieee in Teratoma Testis, Am. J. Cancer 24: 318 (June) 1935. 

28. Zondek, Bernhard: Maligne Hodentumoren, Klin. Wehnschr. 11: 
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The hormone excretion test is valuable in determin- 
ing the presence or regression of metastases. Patients 
in whom at operation no metastases have been found 
usually fail to excrete hormone within two weeks after 
orchidectomy. If the hormone persists there are usually 
hidden metastases. Also a local recurrence of tumor 
or metastases is generally preceded by a rise in the 
quantitative excretion of the hormone in the urine. 
This is a valuable method of checking the necessity or 
not for more radical measures in the surgical treatment 
of malignant testicular tumors. The hormone test 
appears to give a fairly accurate method, in association 
with clinical changes, of estimating the presence or 
absence of a testicular malignant condition. It makes 
diagnosis possible before the malignant growth has 
extended beyond the testis and before extensive metas- 
tases have rendered the case inoperable or helpless. 


TREATMENT OF TESTICULAR TUMORS 

There are now three recognized methods of treating 
testicular tumors: (a) simple orchidectomy, (0) irra- 
diation with or without castration, and (c) the radical 
operation, in which the testicle and its primary aid 
perhaps secondary lymph zones are removed. 

In considering the important question of surgical 
intervention in testicular malignant growths we fc :l 
that our personal reaction and views have experien 
a severe upheaval since the advent of gonadotropic hi 
mone estimations. Some authors are of the opinion 
that surgery must be limited to those cases in whi h 
there is no clinical or biologic evidence of a malign: 
condition before or during operation. In our series of 
cases prior to 1932, surgery had been advised in alm: st 
all instances, to be followed by thorough and intellig: nt 
irradiation both locally and generally. Radiologic a id 
biologic advancements have materially broadened « ir 
views in this matter ; now, with the advantage of a mx re 
concrete and exacting classification of tumors, degr:es 
of malignancy and radiosensitivity, surgery is advi:ed 
only in the cases that show no clinical evidence of 
inetastases and low hormone titers. The foregoing is 
a brief citation and is modified in keeping with ‘he 
severity of the case and the entire clinical picture pre- 
sented. Intensive radiotherapy and early orchidectoiy 
is our rule. 
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ORCHIDECTOMY 

Orchidectomy in its simplest form and with the 
exclusion of all wide spreading glandular extirpation is 
advocated. In the light of modern radiologic therapy, 
extensive surgical procedures are not only futile but 
practically unnecessary. It is important to remember 
that a wise procedure in an orchidectomy is to sever 
the cord before the tumor is handled in any way. This 
will help to prevent the possibility of having any malig- 
nant cells thrown into the lymph or blood stream. It 
is further generally conceded that great care should be 
taken in every operation on the testicles to prevent 
operative inoculations; neoplasms of the testicle are 
very fragile and_ should be traumatized as little as 
possible. 

Higgins ** believes that radiation should be adminis- 
tered to the testicle and inguinal glands prior to orchi- 
dectomy, the operation being performed from two to 
three weeks later. There should be systematic irradia- 
tion of the same and the lumbar glands following 
orchidectomy. Preliminary irradiation has been carried 
out by us and no appreciable change in end results was 
noted. 
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RADIATION 

Experience with radiation shows a great difference 
in the degree of sensitivity of various types of testicular 
tumors to this mode of therapy. Desjardins ** says that 
the cells of the testis most sensitive to radiation are 
those which form the basal layer of the tubules, which 
are known as spermatogonia. The spermatocytes, 
which are more mature, are not nearly as sensitive. 
Pure seminomas and homogeneous embryonal carci- 
noma are radiosensitive and, if hormone tests disclose 
a tumor of such type without metastases, irradiation 
\ithout surgery may be tried. 

Only with considerable hesitancy do we rely solely 
1) radiation for the treatment of a primary testicular 
tumor. Its growth may be temporarily restrained, but 
ii may be responsible later for the dissemination of 
i ctastases; there is also the danger to the opposite 
t sticle from intensive irradiation to the affected one. 

Desjardins and his associates '! report on the result 

155 cases of testicular tumor treated at the Mayo 
( inte between 1920 to 1929 by orchidectomy both 
th and without irradiation. Seven patients, all seen 
the first years of the disease, were treated by orchi- 
‘tomy alone; twenty-three were treated by roentgen 
r vs alone; 125 were treated by the combined method. 
( the second group 56.6 per cent were seen during 
|» first year, and of the third group 76.1 per cent 
\ re seen during the first vear. Of the first group 
t! ce, of the second group seven, and of the third group 
s1 ty patients were alive and well at the time of report- 
ii» (1935). The authors conclude that patients receiv- 
in: combined treatment derive more benefit than 
ps ients treated by surgical methods only or by radio- 
th-rapy only. The results of radiotherapy depend 
la zely on the stage of the malignant process, particu- 
lai'y if metastases have not spread beyond the para- 
aortic lymph nodes in the lumbar region. 

linman,*” analyzing 258 collected cases in which 
orchidectomy with or without irradiation was the mode 
of treatment, found that 118 patients were dead and 
12! were living, but only seventeen for five years or 
more, a cure of only 6 per cent. In inoperable cases 
high voltage roentgen treatment of abdominal metastases 
showed only a few successes. 


—— 


RADICAL OPERATION 

The first complete radical operation for malignant 
testicular tumor was carried out by Roberts *' in 1902. 
Following operation he removed the retroperitoneal 
lymph nodes along the abdominal portion of the aorta. 
At the present time Hinman *° is the strongest advo- 
cate of this method of treatment. Keyes,*? reporting in 
1926, was not enthusiastic about the radical operation 
and believed that its execution was possible in only a 
little over 50 per cent of cases. In 1933 Hinman *° 
reported that more than 100 radical resections had been 
carried out by himself and other American surgeons 
with only one operative fatality, so that the operation 
was entirely feasible. On retroperitoneal exposure 
twenty of these 100 cases were found to be inoperable. 
The operation was completely carried out in the remain- 
ing eighty cases. In the eighty, no metastases were 
found in thirty-six; eleven of these patients were alive 
five years or longer; of the entire eighty patients on 
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whom a complete radical operation was done, 35 per 
cent were dead from metastases and 63.75 per cent were 
alive, seventeen patients (20.1 per cent) for five years 
or more. 

In a later report Hinman ** pointed out that any- 
thing short of complete removal of the primary and 
immediate secondary lymph nodes was not a true radical 
operation. This was possible only on the right side 
owing to the superior mesenteric artery on the left 
side. However it might be possible to remove the leit 
lymphatic areas if approach to them was made from 
the right side. 

Taking into account intensive irradiation and the 
present status of hormone estimations, we note that in 
an analysis of some forty-five cases of testicular neo- 
plasms thirty presented no clinical evidence of metas- 
tases when first examined. In the remaining fifteen 
cases secondary involvement was definitely established 
on presentation. 

In the thirty patients with no apparent metastases, 
twelve received radical surgery and all presented micro- 
pathologic sections of glandular metastases; however. 
eight of the patients in this bracket carried on from 
two to seven years after operation. The remaining 
eighteen patients were given simple orchidectomy, ten 
with irradiation and eight without, with an average of 
longevity of from two to five years respectively. 

Fifteen patients with clinical evidence of metastases 
were treated by orchidectomy and high voltage x-ray 
exposures; all gave a fair or poor prognosis and those 
followed up all had succumbed in from six months to 
three years following. 

We are all in accord that cases of teratoma without 
a suspicion of metastases, being radioresistant, offer the 
best types for radical surgery. It should be remembered 
that patients without clinical evidence of metastases 
may after orchidectomy show by hormone tests that 
metastases are present and in such cases radical pro- 
cedures may be justifiable, if one is inclined to be 
radical. 

The prognosis, as the result of the present day con- 
ception of the rationale of tumor management, is vastly 
more encouraging, yet the end results in our experience, 
although more delayed, are ultimately fatal. 

CASTRATION PLUS SERUM TREATMENT 

Coley’s “4 serum treatment of testicular tumor should 
be mentioned. In 1923 he reported seventy-eight cases 
presenting metastases treated by orchidectomy followed 
by injection of serum (toxins). Of the seventy-eight 
patients, twenty-two survived four years or more. 

PROGNOSIS OF TREATED TESTICULAR TUMORS 

The prognosis in the case of a testicular tumor, 
treated surgically or by surgery combined with irradia- 
tion, has greatly improved within the past ten years. 
Keyes,*? writing in 1926, says: “I have seen approxi- 
ately thirty patients afflicted with this disease (malig- 
nant testicular tumor) and with one exception, under 
the surgical treatment exclusively employed up to about 
ten years ago, I have not known a case to survive three 
years from the time the diagnosis was made and 
the testicle removed.” However, Keyes cites Hand- 
field-Jones, who reported twenty-two cases of simple 
orchidectomy without abdominal operation with eleven 
survivals for a considerable time, four of these for four 
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years or more. In Tanner’s' 600 cases collected from 
the literature, nearly all treated by orchidectomy alone, 
only twenty-five patients (5.5 per cent of those fol- 
lowed) were living and well four years or more after 
operation, representing a mortality of 36 per cent. The 
operative mortality at the present time is practically nil. 

Regarding radiation treatment alone, Dean‘ states 
that in a series of 170 patients with teratoma, 72 per 
cent of whom had metastases, the five year end results 
after irradiation show 29 per cent of the men living 
and well and free from disease. 

Regarding the results following orchidectomy with 
irradiation of the lymph-bearing area, Herger and Thi- 
baudeau '* state that 33 per cent of their twenty-one 
patients survived for three years or longer. Mackenzie 
and Ratner '° give the operative mortality of the radical 
operation as varying from 10,to 20 per cent. Hinman ** 
gives it as approximately 11 per cent. 

The date of onset, the hormone estimation, radio- 
sensitivity and tumor types must be carefully studied 
in all cases of testicular swellings. 

55 East Washington Street. 
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4 SIMPLE TECHNIC FOR DETERMINATION FROM 
SMALL AMOUNTS OF DEFIBRINATED 
WHOLE BLOOD 


PAUL HOXWORTH, M.D. 
AND 


AZEL AMES, M.D. 


CINCINNATI 


[n municipal hospitals heavily burdened with trau- 
atic surgery, the method employed for grouping and 
matching blood prior to transfusion must be chosen 
for speed as well as for accuracy. While meeting 
modern requirements for safety, the technic will of 
necessity be designed primarily for efficiency. At the 
Cincinnati General Hospital, where more than 500 
transfusions are given each year in the surgical service 
alone, there has been a gradual evolution toward a more 
efficient routine for the selection of donors from groups 
of unknown volunteers. The procedure that we now 
consider ideally suited to our needs is a combination 
of the Vincent ! open macroscopic method for grouping 
and the Coca* compatibility test for direct matching. 
Kach method has been slightly modified, so that both 
determinations may be made with a single small sam- 
ple of defibrinated whole blood. The Vincent and the 
Coca methods were reported almost simultaneously 
1918. We know they were used in combination for 
many years by Coca and Grove at the New York Hos- 
pital prior to 1932, and perhaps others have employed 
both methods; but the advantages of their use in com- 
bination have never been emphasized, and the Coca 
compatibility test is known to very few. 

Prior to 1918 the best methods for grouping and 
direct matching were those advocated by Minot.* He 
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pointed out the need for simple rapid methods, did 
away with the washing of cell suspensions, and encour- 
aged elimination of the old hemolysis tests established 
by Moss * and Epstein and Ottenberg ® and later modi- 
fied by Weil® and by Rous and Turner.*? For blood 
grouping he advised the use of stock test serums and 
a simple citrated blood suspension (one drop of blood 
in 1 cc. of a 1.5 per cent sodium citrate solution in 
saline solution) mixed in cover slip preparations. For 
direct matching he advocated Weil’s® 1:9 and 9:1 
mixtures of citrated whole blood set up in tubes but 
read microscopically in hanging drop cover slip prep- 
arations. The contingencies of war led to the develop- 
ment of a rapid macroscopic agglutination * test for 
blood groups by Vincent, who found that, by citrating 
stock test serums, blood could be added directly from 
finger puncture to drops of serum on a slide. 

In the hands of experienced technicians employing 
standardized high titered test serums, the Vincent 
method is now generally considered the safest as well 
as the simplest procedure for determining blood group 
ing. If the selection of donors could be rigidl 
restricted to a choice of individuals from the sam 
blood group as the patient, no further test of com 
patibility would be required except as a check for pos 
sible errors in grouping and the exceptional occurrenc:: 
of atypical agglutination. In emergencies, howeve: 
just as one must sometimes employ a donor withow: 
knowledge of his Wassermann reaction, relying on a 
examination for primary and secondary lesions,’ s 
must one also at times make use of a “universal” doncr 
or, more rarely, in the case of a “universal’”’ recipient, 
donor from group A or B. Under these circumstance: 
a compatibility test is imperative, for it is well know 
that group O' donors frequently possess agglutini: 
of a titer dangerous for A or B recipients,'' even 
the proportions of a small transfusion. Furthermor 
compatibility must be determined quantitatively as well 
as qualitatively by some method that will reproduce «s 
faithfully as possible in vitro the conditions (whole 
blood ) and proportions of the proposed transfusion in 
vivo. Therefore it j 
is quite essential in 
hospitals of this 
type that the meth- | 
od employed for | 
direct matching be | 
designed not only 
for checking group- i 
ing errors and | _§ 
atypical agglutina- Fig. 1—Group A agglutination fifteen sec- 
tion but also for onds after blood was mixed with serums. 
actual slide titration 
of the donor’s agglutinins against a proper proportion 
of the patient’s blood. Coca’s method, simplifying the 
older methods of Weil, and of Rous and Turner, and 
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modified by Levine and Mabee?? and Landsteiner,’® 
admirably fulfils these requirements. 


TECHNIC 


Approximately ten drops of blood is obtained by 
finger puncture and defibrinated in a Wassermann tube 
by whipping with a wooden applicator for five minutes. 
This quantity is sufficient for grouping and several 
compatibility tests. Separation of cells and serum is 
not desirable. 


Grouping.—Large drops of high titered test serums 
anti-B and anti-A are placed on the left and right ends 
respectively of a glass slide. Defibrinated blood 1s 

dded to each drop of serum and thoroughly mixed 
with the aid of a platinum loop. The slide is tilted 
lack and forth over a white background in bright light 
ond observed macroscopically for clumping. Agglu- 
ination is striking (fig. 1) and, if serum of grade I 
(Coca**) is used, will be complete in less than one 
inute. When no agglutination is seen after one min- 
ite on either side, the slide is placed under a petri dish 
\ ith wet blotting paper and observed again fifteen min- 
ties later as a precaution against weak agglutinogens. 

Matching—A 1:1 or 50 per cent suspension of the 
: cipient’s defibrinated blood is prepared in the stem 
« a white blood cell counting pipet by drawing blood 
t» to the 0.5 mark and then filling to the 1.0 mark 


mparison of Agglutinin Titer of Serums Used at Cineimnati 
General Hospital with Grade I (Coca) Serum 








Serum Cell Macroscopie Agglu 
Serum Dilution Dilution tination Time 
( ade I (Coca)..... 1-4 1-4 11 seconds 
Ss rum at Cincinnati Anti-A 1-10 1-4 5 seconds 
(© neral Hospital Anti-B 1-10 1-4 5 seconds 





w th physiologic solution of sodium chloride. The blood 
is diluted 1:1 with saline solution because agglutination 
cannot be differentiated microscopically in any greater 
concentration and because dilution inhibits undesirable 
rouleau formation. The diluted blood is deposited on 
the left end of a glass slide and mixed by means of a 
jet of air blown from the pipet. An identically pre- 
pared suspension of donor’s defibrinated blood is placed 
on the right end of the same slide, and one fifth of this 
drop (two divisions of the pipet) is transferred to the 
drop of diluted recipient’s blood. This 1:5 ratio is 
based on the assumption that 500 cc. is to be transfused 
to a patient whose blood volume is depleted 50 per cent, 
or approximately to 2,500 cc. It provides a wide mar- 
gin of safety in transfusions from a “universal” donor, 
as dangerously potent agglutinins will not be completely 
absorbed in this concentration without manifest agglu- 
tination.1?7 The 1:5 mixture of donor’s and recipient’s 
blood is then stirred with a platinum loop or glass rod, 
and the slide is placed under an inverted petri dish 
with a piece of wet blotting paper. After fifteen min- 
utes the mixture is again agitated and observed micro- 
scopically under low power for agglutination. 

Care must be taken not to confuse rouleau formation 
with agglutination. The former can always be broken 
up by stirring, while the latter will be intensified. 
Agglutination will be striking if a grouping error has 
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been made (fig. 2), but a little practice is required to 
estimate the degree of agglutination of the recipient’s 
cells by a “universal” donor’s agglutinins, in the pres- 
ence of nonagglutinable cells forming rouleaux. Unless 
the agglutination is so definite and conspicuous that 
there is no question of confusion with rouleau forma- 
tion, the blood may be pronounced compatible. 


DATA 

The importance of employing reliable standardized 
high titered test serums cannot be overemphasized. 
Open macroscopic grouping methods require an abun- 
dant supply of such serums. Before undertaking 
experiments with the Vincent method, we prepared 
large quantities of anti-B and anti-A serum from the 
blood of two volunteers possessing unusually high 

















Fig. 2.—Low power photomicrographs of compatibility tests showing 
(A) compatibility and (B) incompatibility (2:10 mixtures of 50 per 
cent whole blood suspensions at the end of fifteen minutes). 


agglutination power as determined by slide titration of 
agglutinins." These serums excelled the requirements 
of Coca’s grade | for commercial test serums,’* as 
shown in the accompanying table, without any artificial 
concentration such as the alternate freezing and thaw- 
ing proposed by Terry.’® 

For many years we had used home-made or com- 
mercial serums of indifferent quality, relying on cross- 
matching for safety, and employed a modification of 
Minot’s method for grouping. Blood was obtained by 
venipuncture and three drops was mixed with a test 
tube full of saline solution to make an uncitrated cell 
suspension. The remainder was allowed to clot and 
was then centrifugated to separate the serum. Agglu- 
tination was determined microscopically in petrolatum- 
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rimmed cover slip preparations of cell suspension mixed 
with test serum and allowed to stand for from twenty 
to thirty minutes. For direct matching we had always 
used Moss’s method '* simplified by elimination of 
citrating and washing of the cells. Reciprocal hanging 
drop preparations of equal parts of serum and saline 
cell suspension were observed microscopically after 
mechanical shaking for from thirty to sixty minutes. 

In order to prove the greater efficiency and reliability 
claimed for the combined Vincent and Coca procedures, 
all groupings and matchings for transfusions given in 
the surgical service during a period of two months were 
determined both by the older methods and by our new 
Vineent-Coca technic. These examinations were made 
in parallel series on more than 200 consecutive speci- 
mens of blood. In each instance the new technic was 
tried first and then checked by the older methods. Not 
only was each pair of readings in agreement but in 
every instance the criteria of agglutination were more 
promptly and clearly defined with the Vincent-Coca 
procedure. The group could be determined by the 
open macroscopic method in a total elapsed time of 
from two or three minutes, and the interval of fifteen 
minutes prescribed for observation of the compatibility 
test proved more than ample, as in no case did agglu- 
tination appear after five minutes that had not already 
occurred. “Universal” donors with agglutinin titer 
potentially dangerous for A or B recipients could be 
detected by agglutination in the 1:5 mixture of donor's 
and recipient’s blood, and many times we were able to 
employ emergency “universal” donors with perfect 
safety. Occasionally “universal” donors were used two 
or three times for one patient without ill effect. By 
virtue of the same quantitative feature, low titered 
donors and occasionally B donors were safely selected 
for “universal” recipients.'' On completion of these 
studies we abandoned the old modified Moss and Minot 
methods and adopted the combined Vincent-Coca tech- 
nic as a routine. Over a period of nine months blood 
has been grouped and matched by this method for more 
than 400 consecutive transfusions without a single reac- 
ition due to incompatibility. 

SUMMARY AND CONCLUSIONS 

This technic combines the principles of the Vincent 
open macroscopic method for blood grouping and the 
Coca compatibility test for direct matching. 

The advantages of these methods in general, and the 
combined technic in particular, may be summarized as 
follows: 

1. Both grouping and compatibility may be deter- 
mined with approximately ten drops of defibrinated 
whole blood obtained by finger puncture. 

2. Venipuncture and separation of cells and serum 
are unnecessary. This is particularly advantageous 
when donors must be selected in emergencies from 
large groups of unknown volunteers, as it saves the 
time required for preparation of needles and syringes 

suspensions and serum. 

3. The veins of patients requiring repeated intra- 
venous therapy may be conserved. 

4. Provided standardized, high titered test serums 
are employed, the blood group is usually obvious in less 
aE: one minute. 

. Compatibility may be determined with a wide mar- 
gin 1 of safety in fifteen minutes, and the conditions and 
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proportions of the proposed transfusion may be dupli- 
cated beforehand in vitro, both qualitatively and 
quantitatively. 

6. The time and material consumed in making cover 
me preparations are saved. 

. “Universal” donors with agglutinin titer danger- 
ous for A or B recipients can be detected by the 1:5 
mixture of donor's and recipient’s blood. 

8. Low titered A donors may be selected for “uni- 
versal” recipients. 

The total elapsed time from the arrival of 
unknown donors to the final reading of the compati- 
bility test has been reduced to thirty minutes, and often 
the blood may be drawn in twenty minutes pending the 
final reading. 

SWELLING OF THE ARM FOLLOWING 
RADICAL MAMMECTOMY 


ROLE OF THE AXILLARY VEIN IN PRODUCTION O} 
EDEMA OF THE ARM FOLLOWING RADICAL 
REMOVAL OF THE BREAST 


JAMES ROSS VEAL, M.D. 


NEW ORLEANS 


The swelling of the arm which may follow radic: | 
mammectomy for cancer of the breast is still a prol - 
lem that occasionally confronts every surgeon wl! 
performs this operation, though for some reason tl 
literature is singularly barren of any recent discussi: 
of it. The classic contribution to the subject was ma 
by Halsted ' in 1921, ina paper entitled “The Swellt 2 


of the Arm After Operation for Cancer of the Brea: t 
—Elephantiasis Chirurgica: Its Causes and Preve: - 
tion,” and reference to this study is necessarily tl.e 


starting point of any new consideration of this proble: 
Indeed, nothing of any special importance has be: : 
added to the subject since the publication of that papcr. 

As Halsted ! points out, his original operation for ca .i- 
cer of the breast, which “lies buried,” as he puts it, :n 
a paper under another title published in 1891, was 
practically the only procedure used in his clinic unul 
1913. Excellent as the operation was in its general 
principles, it had many disadvantages, one of the chief 
of which was the marked narrowing of the axillary 
fossa caused by the method employed in the radical 
dissection of the axilla, as a result of which there was 
frequently a marked limitation of the movement of the 
arm. In 1913, therefore, he devised another method 
of radical mammectomy, and that new procedure had 
been in use nine years when the 1921 paper appeared. 
His comment on it can best be quoted in his own words: 

“Nine years have now elapsed,” he writes, “since the 
publication of my paper on “Developments in the Skin- 
Grafting Operation for Cancer of the Breast,’ in which 
a modified incision and radical changes in the manner 
of closing the wound were advocated; but I was not 
then able to offer an explanation altogether satisfactory 
to myself of the fact that the swelling of the arm 
which not infrequently followed our original procedure 
became almost immediately after the adoption of the 
modifications described in the latter paper a complica- 
tion of rare occurrence.” In other words, as not infre- 
quently happens, a procedure devised to remedy one 
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condition accidentally produced excellent results in 
another toward which it was not primarily directed. 
Rare though the complication had become, however, 
it was still occurring, and Halsted had devoted much 
thought and effort toward its elucidation. Experi- 
mental attempts to produce edema of the extremities 
hy the mere severing of lymphatics and veins had not 
heen successful. In these experiments, performed by 
Reichert and Bidgood in Halsted’s own laboratory, all 
the tissues of the thigh were severed except the 
‘emoral artery and vein, the main nerve trunks and the 
hone. The severed structures were then very care- 
fully reunited by suture. Seven or eight days later, 
iter the reactionary swelling inevitable in such a pro- 
dure had subsided, the femoral vein, the only venous 
ructure not previously divided, was ligated below the 
1e of suture. No demonstrable change occurred in the 
ze of the limb, and it was clearly evident that within 
e brief time which had elapsed since the 
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brachial vein I have found it possible to visualize the 
entire brachial, axillary and subclavian venous system, 
as well as their collateral veins. As a result, I have 
been able to demonstrate points of constriction or occlu- 
sion in the axillary vein and to say with a fair degree 
of positiveness that this vein does or does not play a 
part in the production of the postoperative edema in 
any given case. The technic I shall discuss later, but I 
might say at this point that the agent which I have 
employed for this purpose is stabilized thorium dioxide. 
[ have used this substance in more than 400 cases of 
vascular disease during the last four years. I have 
employed it in doses ranging from 5 to 20 cc., depend- 
ing on the vessels to be visualized, and with the proper 
technic have found it entirely satisfactory and free from 
bad results of any sort. It does not cause pain, it does 
not damage the blood vessels, and I have seen no imme- 
diate or permanent ill effects follow its employment. 





‘st operation the lymphaticovenous circula- 
m had been reestablished through the line 
suture and the scar. Yet in man a similar 
clusion of the axillary vein would produce 
ema of the hand and arm. That is amply 
monstrated by cases in which venous liga- 
n must be done, as in some cases of radical 
nputation of the breast or in cases of 
imary or effort thrombosis. 
From the negative results of this experi- 
1 ental study and on the basis of his elinical 
«servations, Halsted concluded that the 
c ief cause of late postoperative swelling 
( the arm after radical mammectomy was 
a recurrent streptococcic infection of the 
| nphatics, which he named surgical ele- 
) antiasis, or elephantiasis chirurgica. 
(struction of the axillary vein might play 
sine part, he granted, but he did not believe 
lat occlusion of either the venous or the 
\nphatic channels was sufficient to bring 
about such a result. His own theory was 
that infection must necessarily be added to 
the occlusion. This infection, he believed, 
usually occurred at operation, though it 
might not become evident until months or 
years later, or it might be a reactive inflam- 
mation incident to a rapidly growing neo- 
plasm and arising from carcinoma of the axillary 
glands. Whatever the cause, the result was the same: 
a brawny, persistent edema of the hand and arm, asso- 
ciated with recurrent attacks of low grade inflammation 
of the lymphatics and accompanied by systemic reac- 
tions such as malaise, low grade fever, and even chills. 
Halsted’s explanation has been more or less widely 
accepted to explain postoperative edema of the arm 
ever since he advanced it, but it obviously does not fit 
ali cases. Not all postoperative edema meets his descrip- 
tion, and in very many cases the clinical picture he 
outlines is entirely lacking. The natural presumption, 
therefore, is that the axillary vein must play some more 
important role in the production of postoperative edema 
of the arm than Halsted was willing to assign to it. 
With the recent development of vasography, consequent 
on introduction of opaque mediums for visualization of 
the vascular tree, it has been possible to clear up this 
point, and I am reporting twenty cases of postoperative 
edema of the arm which I have studied by this method. 
3y means of the introduction of stabilized thorium 
dioxide into the median basilic, the basilic or the 
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Fig. 1. 











Patient showing persistent, brawny edema and recurrent carcinoma of the 
breast. She also gave a history of recurrent redness and tenderness of the entire arm 
Note absence of constriction of axillary vein in either abducted or adducted position. 


On the basis of my own study, combined with the 
physical observations and clinical course in the small 
group of cases that I have observed, I have devised a 
triple classification for postoperative edema of the arm: 
lymphatic obstruction (the elephantiasis chirurgica of 
Halsted), axillary vein constriction or occlusion, and 
combined lymphatic and venous obstruction. The basis 
of this classification I shall set forth in the discussion 
of each group. 


LYMPHATIC OBSTRUCTION 

The lymphatic type of obstruction may appear shortly 
after operation or may become apparent months or even 
years later. The edema is of the type always associated 
with lymphatic obstruction. It is persistent and brawny, 
it is only slightly affected by rest, massage or elevation, 
and it may be associated, as Halsted noted, with recur- 
rent inflammatory reactions. The pathology is essen- 
tially a lymphatic obstruction caused by lymphangitis, 








2. Veal, J. R., and McFetridge, E. M.: Primary Axillary Thrombosis: 
Anatomic and Roentgenologic Study of Certain Etiologic Factors, and a 
Consideration of Venography as a Diagnostic Measure, Arch. Surg. 
31: 271-289 (Aug.) 1935 
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which, as Halsted pointed out, is apparently of strepto- 
coccic origin. My study of the local vascular supply 
after its visualization by thorium dioxide confirms, at 
least by inference, the lymphatic origin of this type of 
edema; the axillary vein shows no constriction or 
obstruction at any point throughout its course (fig. 1), 
and while I cannot say positively, since the tributaries 
are not visualized, that they play no part in the pro- 
duction of the edema, the inference is that they do not. 
Certainly the venous supply seems entirely adequate. 


VENOUS OBSTRUCTION 
In the group of cases that I have classified as due 
to venous obstruction the clinical picture is very differ- 
ent. In them the edema is soft and pitting in type, and 
it subsides partially or completely when the arm is ele- 
vated. The many cases in which this type of edema is 
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with the cervical veins. My studies show that when the 
vein is only partially occluded there is little evidence of 
collateral circulation, whereas a more or less adequate 
collateral circulation always tends to develop if the vein 
is completely occluded. 

In the cases that I have studied, various causes of 
obstruction of the axillary vein are evident. Frequently 
the point of constriction is at the site of scar formation 
from the axillary dissection and operative incision (fig. 
4). As one of the cases demonstrates, such scars may 
contract and actually include the axillary vein in the 
fibrous tissue. Another case of complete occlusion 
resulted from the attachment of the scar at the apex 
of the axilla. I have concluded, too, that operative 
trauma undoubtedly plays an important part in such 
occlusions. The vein may be accidentally torn and 
require ligation, or a thrombosis may develop as the 

result of the careless plac- 


































ing of hemostats. In still 
other cases, constriction or 
thrombosis may be caused 
by the ligation of the trib- 
utaries too close to the 
parent vein. A large tat 
fold, again, may develop in 
the axillary region, iin- 
pinging on the vein and 
producing obstruction 
Il (fig. 6). 
An important cause of 
constriction or obstruct: on 
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of the axillary vein is ‘he 
pressure of enlarged lyn ph 
nodes from recurrent ¢:r- 
cinoma. It should 5e 
pointed out, too, that he 
original malignant growth 
may invade the vein and 
cause a preoperative edeina 
of the arm. Such a case 
in my own series is worth 
reporting in detail : 





A Negro woman, aged 56, 
noted a mass in her left breast 
six months before she applied 
































collaterals. V. Axillary vein constriction with arm in dependent position. 


rapidly when arm is held away from side. 


apparent clearly offer the chief obstacle to a wholesale 
acceptance of Halsted’s theory of recurrent strepto- 
coccic lymphangitis as the explanation of all cases in 
which this complication is apparent. 

Vasography in this tvpe of case clearly demonstrates 
the vascular origin of the edema. The axillary vein is 
shown to be obstructed or constricted at one point or 
more than one point along its course (fig. 2). If an 
adequate collateral circulation has developed, a fact that 
is evidenced clinically by improvement in the edema or 
its complete disappearance, new venous channels are 
seen in the axillary region, or enlarged and tortuous 
veins may be present in the shoulder and upper part of 
the chest (fig. 3) ; such veins may unite with the exter- 
nal mammary vein or may extend upward and unite 





Fig. 2.—Types of axillary vein obstruction in a series of cases of edema of the arm following radical 
removal of the breast. Pen drawings from venographs. I. Normal axillary vein. Note position of valves and 
general contour of vein. II. Complete axillary vein obstruction with development of collateral circulation. 
111. Complete occlusion of the axillary vein from scar formation. Note the development of collaterals and the 
backflow of opaque mediums into the tributaries. IV. Complete axillary vein occlusion from invasion by 
carcinoma. Note development of collaterals. Edema subsided in this arm after the development of these 
i The constriction occurred at the site 
of recurrence of the carcinoma. The vein is patent when the arm is abducted. VI. Constriction of axillary 
vein by fat fold. Edema only when arm is dependent. Edema rapidly subsides when arm is elevated. Axillary there was no. evidence of 
vein is patent when arm is abducted. VII. Complete occlusion of axillary and brachial veins by pressure of 
large fat folds when arm is held against the side. Edema occurs only when arm is dependent, and subsides 


for treatment. Two months 
later the left arm became en- 
larged and swollen, the swell- 
ing lasting for some six weeks. 
When she was examined after 
her admission to the hospital 


swelling in the arm, and the 
carcinoma was moderately ad- 
vanced. Vasography showed 
complete occlusion of the axillary vein, with five smaller col- 
lateral veins encircling the cancerous axillary nodes palpable 
in the axilla (fig. 2). Clearly the obstruction to the axillary 
vein was adequately cared for by the development of this 
collateral circulation. At operation the axillary vein presented 
itself merely as a hard cord. Unfortunately, in order to clean 
out the axilla, it was necessary to sacrifice several collateral 
vessels, and the edema that developed promptly after operation 
was not unexpected. At this time, four months after operation, 
the arm is still swollen. 


Practically no attention has been paid, so far as I cam 
determine, to the position of the arm in the production 
of the edema, yet my own observation shows that this 
is a very important consideration. Sometimes careful 
questioning was necessary to produce the information, 


but several patients observed for themselves that edema 
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did not develop when the arm was held away from the 
side but only when it hung for a considerable period 
of time in walking or standing; one patient habitually 
carried a purse under her arm to preserve the abducted 
position and thus prevent the edema. 

With this point in mind I took all the pictures in two 
positions, one with the arm by the side, the other with it 
abducted to an angle of from 45 to 60 degrees, depending 
on the freedom of movement the axillary scar permitted 
the patient. In the cases in which edema developed 
only when the arm was dependent, I noted a uniform 
constriction of the axillary vein in the first picture 
and a uniform absence of constriction in the picture 
taken with the arm in abduction (fig. 7). Failure to 
tike into consideration the position of the arm has 
undoubtedly led to many errors in the interpretation 








Fig. 3.—Complete obstruction of axillary vein from recurrent carci- 


noma. Note marked development of collaterals over shoulder and chest. 
Infra-red photograph. 


of the role of the axillary vein in the production of 
postoperative edema. At operation or autopsy the vein 
may seem to be patent merely because examination is 
made only in the position of abduction. 


LYMPHATICOVENOUS OBSTRUCTION 

It is a well known fact that prolonged swelling aris- 
ing from venous constriction or occlusion is likely, if 
unrelieved, to involve the lymphatic channels also, so 
that the pathologic condition presented is eventually a 
dual one. In this type of case the edema is soft and 
pitting at the onset, to become finally the persistent, 
brawny type described by Halsted. In such cases there 
is little or no improvement in the edema after postural 
treatment or rest and, while attacks of recurrent lym- 
phangitis may occur, they are not usual. In other 
words, we are dealing in this group of cases with a 
primary swelling due to venous obstruction, on which 
1s superimposed lymphatic obstruction. The diagnosis 
is made on the evidence of constriction or obstruction, 
as shown by vasography, plus the clinical evidence of 
the lymphatic type of edema. 
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The technic of vasography is simple. The picture is 
taken on a 14 by 17 plate, enclosed in a cassette, which 
is placed beneath the axillary region as the patient lies 
prone on the x-ray table. The injection is begun only 











Fig. 4.—Obstruction of axillary vein by contraction of scar in axilla. 
The scar tissue has incarcerated the axillary vein. Note development 
of collaterals as shown by infra-red photograph. 


after the machine is focused and all preparations have 
been made to take the picture; this point is essential. 
Not more than 12 cc. of thorium dioxide is used; it is 














Fig. 5.—Nermal axillary vein. 


placed in a 20 cc. syringe, to which a 20 gage needle is 
attached. Five or 6 cc. of the solution is injected into 
the vein selected for puncture, the injection being made 
slowly and taking at least eight to ten seconds. Imme- 
diately on its conclusion, without removal of the needle, 
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the first exposure is made, the arm being held at an 
angle of from 45 to 60 degrees away from the chest. 
Then the arm is brought down to its usual dependent 
position by the side, a fresh plate is inserted in the 
cassette, and the remaining solution is injected. The 
second exposure is made immediately on its completion. 








Fig. 6.—The patient presented soft, pitting edema of the arm only when the arm was 
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While this paper is not a therapeutic consideration of 
edema of the arm, it might be well to mention several 
points that naturally present themselves in the light of 
the previous discussion. Radical removal of the breast 
is a mutilating operation under the best of circumstances 
and, like all mutilating procedures, it carries its own 
penalties. Regardless of the type of incision, 
and even when the utmost care is exercised, 
the necessary dissection results in more or 
less axillary scarring and the loss of more 
or less elasticity of the overlying skin. Un- 
der the happiest circumstances the axillary 
fossa becomes shallower and narrower, and 
the removal of the muscular portion of the 
anterior axillary fold is an essential part of 
the procedure. It is scarcely necessary to 
labor the point that all these changes will be 
exaggerated when incisions are unwisely 
extended into the axilla or when the axillary 
dissection is carelessly done. 

Since the axillary vein, as I have pointed 
out, may be included in the axillary scar (fiz. 
4), the skin in this area should be kept *s 
free from scarring as possible. In thin su»- 
jects it may be wise to transplant a smal 
amount of fat tissue between the axilla: y 
vein and the skin, in order to avoid this co: - 
tingency. Stout patients, on the other han, 


iependent. Axillary vein patent throughout with arm abducted. On lowering the arm  ghoyld be warned not to gain weight follow- 


the side there was marked constriction of the axillary vein by impingement on it of 


the large fat fold seen in the photograph. 

The median antecubital vein may be used as a point 
of injection, but I have found that the results are not 
nearly so good as when the brachial or basilic vein is 
used. The reason is obvious, that the small amount of 
solution used may flow into the cephalic vein when it 
reaches the bifurcation of the median antecubital vein, 
instead of into the axillary vein. When the 
basilic or the brachial vein is used, the 
brachial, the axillary and the subclavian veins 
are visualized to a point near the junction 
with the innominate vein. It is not possible, 
with so small an amount of solution, to vis- 
ualize any of the larger vessels entering the 
heart. If the arm is so badly swollen that 
the vein to be injected cannot be identified, 
a rest of several days, with postural treat- 
ment, may improve the condition. If it does 
not, the brachial artery can be palpated just 
above the antecubital space and the needle 
inserted into the brachial vein just to the 
side of it. I have not found it necessary in 
any case to make an open incision to expose 
the vein. 

The normal axillary vein is uniform in 
outline and often has several valves near its 
middle portion (fig. 5). There is no point 


ing operation, for equally bad results m:y 
follow the impingement of a fold of fat «n 
the axillary vein. The vein itself should be hand! -d 
very gently and under no circumstances should dra: is 
be laid against it. The flow of blood in the axilla y 
vein, in the recumbent position with the arm by ‘.e 
side, is slow. I have demonstrated this point in stuc y- 
ing by vasography the effects of position on the rate of 








of constriction or obstruction, no tributaries 
are visualized, and there is no evidence of a Fig. 7. 
collateral circulation. 
enlarges as it approaches the subclavian vein, 
which itself is visualized for 3 or 4 cm. The 
innominate vein is not visualizéd. In the abnormal 
cases the points of constriction or partial or complete 
obstruction are readily evident and need no special dis- 
cussion (fig. 2). As I have already pointed out, there 
is little or no evidence of collateral circulation when the 
obstruction is incomplete, but usually definite evidence 
when it is complete. 





ae : Recurrent carcinoma in scar and axilla. Soft, pitting edema when arm 1s 
The vein gradually dependent rapidly subsides when arm is elevated. Note patency of axillary vein when 

- arm is abducted and constriction when“arm hangs by the side. The point of constriction 
is the site of recurrent carcinoma. 


blood flow in the axillary vein. Trauma to the vein, 
therefore, may easily produce a thrombosis, as may the 
placing of ligatures on the tributary veins too close to 
the parent vein. The cephalic vein should not be sacri- 
ficed, for it plays an essential part in the venous returt. 

It is easier to prevent postoperative edema of the 


arm after radical mammectomy than to cure it whet 








ca 
m: 
mi 
of 


de 


ar’ 


tal 


pr 


Wl. 


dep 
coc 
(3) 
pro 
tute 
trea 
gon 
diff 
neit 


nor 





















VoLuME 108 
NuMBER 15 


it has occurred. Indeed, no satisfactory procedure for 
its relief has yet been devised, and when the underlying 
cause is a recurrence of the malignant condition in the 
incision or in the axilla, the situation is frankly hopeless. 


SUMMARY 


1. Edema of the arm following radical removal of 
the breast may be due to lymphatic obstruction, to 
venous obstruction, or to a combination of the two fac- 
tors. The present small series of twenty cases indicates 
that venous obstruction is the most common cause. 

2. Obstruction of the axillary vein is due to various 
causes, the chief of which are the pressure of the 
malignant growth itself in its primary or secondary 
manifestations, scar formation, and the impingement 
of fat folds. 

Constriction may occur only when the arm is 
dependent and may disappear when the elevation of the 
arm restores the patency of the vein. 

4. A collateral circulation may develop adequate to 
take care of the venous return. 

Venography with stabilized thorium dioxide is of 
value in determining the cause of the edema, but no 
procedures have yet been devised to remedy it. The 
wisdom of prophylaxis is therefore obvious. 
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The prognosis in any case of gonorrheal arthritis is 
dependent on (1) the virulence of the offending gono- 
coccus strain, (2) the persistence of the local infection, 
(3) the resistance of the individual and (4) the 
promptness with which appropriate treatment is insti- 
tuted. However, the prompt institution of appropriate 
treatment is dependent on one’s ability to distinguish 
gonorrheal arthritis from the other arthritides. Such 
differentiation is at times difficult because one can 
neither elicit a history of previous gonorrheal infection 
nor isolate the gonococcus from the focus of infection. 
In such instances the need of a laboratory test indicating 
the possible existence of a gonococcic infection is all 
too apparent. 

Is the complement fixation test for the gonococcus as 
it is now done as a routine in public health laboratories 
sufficiently accurate to warrant its employment as a 
diagnostic aid in the study of arthritic patients? In 
order to answer this question one must do routine fixa- 
tion tests on a large series of patients representing 
proved cases of the various arthritides, gonorrheal and 
nongonorrheal in origin. This we have done. 
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The reports of certain workers ' would signify that it 
can be relied on as a diagnostic test, yet one finds few 
clinics in which it is employed with any regularity. 
Why it has never gained wide acceptance as a diag- 
nostic aid in the study of patients with arthritis is not 
apparent. It may be that most physicians consider an 
additional laboratory test of this sort unnecessary. 
Such has not been our experience. We frequently 
have difficulty in establishing the diagnosis of gonor- 
rheal arthritis because (1) it may come on months after 
the initial infection and (2) its clinical manifestations 
are frequently so varied that it mimics other types of 


arthritis. In consequence, many cases are misdiagnosed 


acute rheumatic fever, gout, nonspecific infectious 
arthritis, rheumatoid arthritis and the like. Others may 
have considered the reported series too small to con- 
sider that the results obtained were necessarily of sig- 
nificance or that the cases studied were not necessarily 
proved cases of gonorrheal arthritis. Negative fixation 
tests in proved cases of gonorrheal arthritis and false 
positive tests in nongonorrheal arthritic patients may 
have been another reason for not employing it regu- 
larly. Certainly our first experiences with the gono- 
coccus complement fixation test in cases that were 
ultimately proved to be gonorrheal arthritis were suffi- 
ciently contradictory to discourage one from employing 
it as a routine diagnostic aid. 

The two brief cases reported here illustrate how a 
positive fixation test may be the first clue that one is 
dealing with a case of gonorrheal arthritis and that a 
negative fixation test may be misleading if one fails to 
heed the suggested leads obtained in the history. 

Case 1—Miss F. H. K., aged 19, was admitted to the 
medical ward Dec. 7, 1931, with a diagnosis of rheumatic fever. 
Nineteen days prior to entrance she contracted a mild infection 
of the upper respiratory tract. Three days later she considered 
herself well. Five days prior to entry her left. knee became 
painful but showed no evidence of inflammation. That night 
she experienced chilly sensations and a true chill. For the 
next four days she suffered from a migratory arthritis involv- 
ing the wrists, shoulders, elbows, fingers, knees, ankles and neck. 
Each joint was exquisitely painful to touch during the time 
of involvement but apparently normal when symptom free. She 
stated that she had never had a gonorrheal infection. 

On entrance her temperature was 103 F. Leukocytes num- 
bered 16,000, with 78 per cent polymorphonuclears. Physical 
examination was essentially negative except for moderate obesity 
and frontal sinus tenderness, and the wrists and the left knee 
were slightly swollen, red and tender. The cervical spine, tem- 
poromandibular joints, shoulders, elbows, wrists, fingers, knees 
and ankles were exquisitely tender on motion. 
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Because of the preceding infection of the upper respiratory 
tract, migratory arthritis and a drop in temperature following 
the administration of salicylates, a diagnosis of rheumatic fever 
was made. However, when she was seen four days after 
admission it was found that despite adequate doses of salicylates 
she continued to have a temperature of from 100 to 101 F. and 
required opiates to control the pain. At this time the only 
joints complained of were the wrists, fingers and left knee. 
The wrists, midphalangeal joints and left knee were red, hot, 
exquisitely tender to touch and painful on attempted motion. 
Because of the frank chill (period of metastasis) followed by 
a migratory arthritis sufficiently painful to require opiates, 
finally settling and remaining in a few joints, a diagnosis of 
gonorrheal arthritis was suggested, and a complement fixation 
test for the gonococcus, pelvic examination and complete set of 
pelvic smears were advised. The gynecologist reported the 
pelvic examination negative. Two complete sets of pelvic 
smears were negative for gonococci. Despite the suggested evi- 
dence of gonorrheal arthritis, a diagnosis of rheumatic fever 
was adhered to by some and .agreed to by an orthopedic 
consultant. 

December 15 her condition was essentially unchanged. The 
wrists and midphalangeal joints were subsiding but the left 
knee appeared more swollen, was hot to the touch and 
extremely painful and contained an increased amount of syno- 
vial fluid. On this day the complement fixation test was 
reported positive. Aspiration of the knee joint was advised. 


TABLE 1.—Titration of Complement 

















Row 1 Complement....... 0.5 ee. 6.4 ce. 0.3 ee. 0.2 ee. 0.1 ce. 
Amboceptor....... 0.5 ee. 0.5 ee. 0.5 ee. 0.5 ee. 0.5 ee. 
Sheep’s cells........ 0.5 ce. 0.5 ce. 0.5 ce. 0.5 ee. 0.5 ee. 
Saline solution.....  ...... 0.1 ce. 0.2 cc. 0.3 ee. 0.4 ee. 
Row 2 Complement....... 1.0 ec, 
ATODGOIGOR ccc wees 0.5 ee. 
Sheep’s cells........ 0.5 ee, 0.5 ee. 0.5 ee. 
Saline solution.....  ...... 0.5 ec. 1.0 ce. 
TaBLe 2.—Titration for the Anticomplementary Effect of 
the Antigen 
Te SEE PECCOE CEE CET re 0.5 ee. 0.4 ee. 0.3 ee. 0.2 ee. 0.1 ce. 
Dilute complement........... 0.5 ee. 0.5 ec. 0.5 ce. 0.5 ee. 0.5 ee. 
ee ae 0.1 ce. 0.1 ce. 0.1 ee. 0.1 ee. 





In view of the orthopedic opinion, it was delayed. When it 
was done some fourteen days later a greenish purulent fluid 
was obtained. Stained smears of this fluid revealed gram- 
negative intracellular diplococci. 


In this instance of an arthritis simulating rheumatic 
fever, the positive complement fixation test was the 
first clue that the suggested diagnosis of gonorrheal 
arthritis was correct. This first clue was finally con- 
firmed by isolating the gonococcus on direct smear of 
the synovial fluid. 


Case 2.—Mrs. M. C., aged 34, entered the hospital Jan. 15, 
1932, complaining of painful joints. Eleven weeks prior to 
entry she experienced a sudden onset of intermittent pain under 
the right costal margin without associated gastro-intestinal 
symptoms, jaundice or fever. The pain was so severe that 
she was given opiates. Forty-eight hours later she noted 
swelling and pain in the right shoulder sufficiently severe to 
limit all motions and to require opiates. The intense pain per- 
sisted for four weeks. She then noted swelling and pain of the 
second right toe. In addition, she had recurrent pain and 
stiffness in the left shoulder, cervical spine and right sterno- 
clavicular joint. She admitted having dysuria during the first 
week of her illness. 

Physical examination was essentially negative except for the 
skeletal system, which revealed 25 per cent limitation of all 
motions of the cervical spine, approximately 50 per cent limita- 
tion of all motions of the right shoulder and a red, indolent 
appearing, right second toe, which was tender on pressure or 
on extremes of motion. She was afebrile and did not have a 
leukocytosis or elevation of polymorphonuclear cells. Pelvic 
examination was negative except for a slight vaginal discharge. 


Jour. A. M. A, 
ApriL 10, 1937 


Three complete sets of pelvic smears were negative for gono- 
cocci. The complement fixation test for the gonococcus was 
negative. 

She had been married six months prior to her illness. Her 
husband admitted having had a gonorrheal infection three years 
before, with recurrent morning urethral discharge prior to his 
wife’s illness. Therefore there was sufficient-evidence to lead 
one to suspect that the existing arthritis was due to the gono- 
coccus, but all efforts to prove this had been fruitless. She 
was finally given 50,000,000 gonococci subcutaneously in the 
form of a stock vaccine. Some thirty-six hours later there was 
noted an increase in the joint symptoms as well as the appear- 
ance of a red, painful, tender sternoclavicular joint. Forty- 
eight hours later she reported an increase in the vaginal 
discharge. Examination of vaginal smears taken at this time 
revealed intracellular gonococci. 


In this case of suspected gonorrheal arthritis the 
complement fixation test was negative, yet the suspicion 
that the arthritis was gonorrheal in origin was suffi- 
ciently great to force one to continue the search for 
gonococci despite the negative fixation test. This case 
illustrates the necessity in certain instances of follow- 
ing leads obtained in the history despite the existence 
of a negative complement fixation test. It ftrther 
illustrates that occasionally the administration of a 
gonococcus vaccine may be responsible for sufficient 
activation of the original focus to allow for the demon- 
stration of the gonococcus. 

Because of such discrepancies we undertook the study 
of a sufficiently large number of cases, representing 
the various types of joint disease, in order to establish 
the significance of the test as a diagnostic aid. We 
have employed the test with some regularity in the 
study of arthritic patients since 1931. During the next 
four years, 614 tests were done on serums from 316 
patients. The analysis of this series of tests serves as 
the basis of this report. 


I. THE GONOCOCCUS COMPLEMENT FIXATION 
TEST EMPLOYED 


All tests were done in the Wassermann Laboratory 
of the Department of Public Health of the Common- 
wealth of Massachusetts. This test is done as follows: 

The following reagents are used: 


1. Antigen—Four Torrey strains (numbers 8, 15, 32 and 
34) of the gonococcus are grown on neutral veal, 1 per cent 
starch agar, for from twenty-four to forty-eight hours. This 
growth is washed off with 0.5 per cent phenol in distilled water 
and diluted according to the Hopkin method so that 2,500 
million organisms are contained in 1 cc. This suspension is 
shaken in a shaking machine for about sixteen hours, It is 
then kept in a refrigerator. 

2. Complement.—A 10 per cent solution of guinea-pig serum 
prepared from the mixed blood of five or more guinea-pigs. 

3. Sheep’s Cells—A 5 per cent suspension of washed sheep's 
corpuscles. This is based on whole defibrinated blood and not 
on packed cells. 

4. Amboceptor——Antisheep, diluted so that 0.25 cc. induces 
hemolysis of 0.5 cc. of the washed sheep’s corpuscles in the 
presence of 0.5 cc. of the complement. Twice this amount, or 
0.5 cc., is used in the titration and tests. 

5. Saline—An 0.85 per cent solution of sodium chloride in 
distilled water. 

6. Sensitized Cells—Equal parts of the 5 per cent sheep’s 
cells and diluted amboceptor. 

7. Patient’s Serum.—Inactivated by heating at 55 C. for one- 
half hour. 


For each day’s work the following routine is carried 
out: complement titration (table 1) ; antigen titration 
(table 2), and the test (table 3). 

The tubes are incubated at 37 C. for one-half hour 
and are then read. The tube in row 1 that contains 
the smallest amount of complement causing complete 
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hemolysis is chosen as the unit of complement. The 10 
per cent solution is then diluted so that 0.5 cc. contains 
two units. This is called dilute complement. The tubes 
in row 2 are used as controls of the hemolytic system 
and hemolysis should not occur in any one tube. 

Incubation is carried out for forty minutes at 37 C. 
in a water bath, and 1 cc. of sensitized cells is added to 
each tube. The tubes are incubated again for one hour 
and then read; 0.05 cc. less than the largest amount 
of antigen that permits complete hemolysis is used in 
the test. If, for example, the tubes that contain 0.1 cc. 
and 0.2 cc. of antigen show complete hemolysis and 
the one that has 0.3 cc. shows partial hemolysis, then 
0.15 cc. of antigen would be used in the test. This 
will be designated in table 3 as 0.x cc. 

Saline solution is added to each tube to make the 
volume 1 cc. 

After the tubes are incubated for forty minutes at 
37 C. in a water bath, 1 cc. of sensitized cells is added 
to each tube and then incubated for another hour. The 
results in tube 1 are given in table 4. 

For a satisfactory test, tube 2 (the antigen control) 
and tube 3 (the serum control) should show complete 
hemolysis. 

Essentially all the serums were tested as described 
with the exception of a few in the earlier cases of 
gonorrheal arthritis, which were selected from the hos- 
pital records to supplement the present series. All 
tests reported as doubtful were omitted because it was 
found that approximately the same percentage of such 
reactions occurred in each type of arthritis studied. 


II. THE CLASSIFICATION OF JOINT DISEASES 

The patients in this series suffering from joint dis- 
ease were classified according to a simple working plan. 
The use of some such classification is essential to the 
differentiation of the various arthritides. It has been 
our belief that a classification based on etiology best 
serves the practicing physician in diagnosing and treat- 
ing patients with arthritis. 

The classification we employ is as follows: 

A. Joint Disease of Known Etiology.—1. Traumatic; e. g., 
associated with internal derangement, and fractures into joints 
and so on, 

2. Infection; e. g., due to the gonococcus, tubercle bacillus, 
streptococcus and other organisms. 

3. Neuropathic; e. g., associated with tabes, syringomyelia, 
leprosy. 5 

4. Metabolic; e. g., associated with gout. 

5. Constitutional; e. g., arthritis associated with hemophilia. 

6. Anaphylactic ; e. g., arthritis associated with serum sickness. 

B. Joint Disease of Unknown Etiology.—1. Degenerative 
joint disease, degenerative, hypertrophic or osteo-arthritis. 

2. Rheumatoid arthritis, proliferative, atrophic or chronic 
infectious arthritis. 

(a) Typical. 

(b) Atypical (often called nonspecific infectious arthritis 
because the causative bacteriologic agent cannot be demon- 
strated). 


(c) Spondylitis deformans, Striimpell-Marie or von Bech- 
terew’s type, or rheumatoid arthritis of the spine. 

3. Rheumatic fever. 

This classification is probably self explanatory save 
for the subdivisions under rheumatoid arthritis. Cases 
Classified as typical rheumatoid arthritis probably 
require no further comment. However, the cases 
included in this series under the grouping atypical 
theumatoid arthritis do. This group represents cases 


that do not exhibit the characteristic history, habitus 
and physical conditions observed in a typical case of 
The onset is usually sudden, 


theumatoid arthritis. 
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without preceding prodromes, often following an acute 
infection or associated with some obvious focus of 
infection. Such patients do not present the usual 
asthenic type of habitus with evidence of increased 
vasomotor activity. The joint involvement is not sym- 
metrical, and the large joints are more commonly 
affected. The monarticular form may be encountered. 
The arthritis is frequently polyarticular and migratory 
in nature. The response to salicylates occasionally may 
be complete. Such patients may recover completely 
even though the supposed causative focus of infection 
is not removed. Such remissions or periods of com- 
plete recovery may last for months or years but will 
subsequently be followed by a relapse. The disease 
in such instances may be characterized by a number of 
remissions and relapses before going into the chronic 
progressive phase. 

The fact that the remissions frequently occur spon- 
taneously has caused many workers to draw erroneous 
conclusions concerning the specific cause and cure of 
this, the atypical form of rheumatoid arthritis. They 
are all too frequently labeled the “focal infection type 
of arthritis’ or the nonspecific infectious type of 


TABLE 3.—The Test 








Tube 1 Tube 2 Tube 3 
Wats GEO 6.5 6 ckss ses ccs 0.1 cc ee 0.2 cc. 
PEs ao ndnded< 46 oeere 0.4% cc O.% cc 
Dilute complement .......... 0.5 cc 5 ce 0.5 cc. 





TABLE 4.—Results in Tube 1 








5 equals complete inhibition of hemolysis 
4 equals 70 to 90% inhibition of hemolysis 
3 equals 50 to 70% inhibition of hemolysis 
2 equals 20 to 50% inhibition of hemolysis 
1 equals up to 20% inhibition of hemolysis 
Reactions are reported as: 
Positive, from 50 to 100% inhibition of hemolysis 
Doubtful, from 20 to 50% inhibition of hemolysis 
Negative, up to 20% inhibition of hemolysis 





arthritis. If, in such cases, one will allow for the pas- 
sage of time before making an absolute diagnosis, the 
true nature of the type of arthritis present will usually 
become all too apparent. 

We well appreciate that, if such a disease as non- 
specific infectious arthritis (cases in which the exact 
offending bacteriologic agent is never identified) occurs, 
a few of our atypical rheumatoid arthritic cases should 
have been so classified. However, in view of the sub- 
sequent events in this group of patients we believe 
that the original diagnosis was justified. Irrespective 
of our interpretation of this group, it is essential to 
separate them, because they usually carry a_ better 
immediate prognosis. In this particular study some 
such subdivision is desired because such cases represent 
the type of arthritis that might readily be confused with 
gonorrheal arthritis. 

Because spondylitis may be a resulting complication 
of a gonorrheal infection, the belief is held by some 
that spondylitis of the Striimpell-Marie type is due to 
the gonococcus.? It is true that it occurs more often 
in men, frequently in association with a prostatitis. 
However, if one follows a group of patients with spon- 
dylitis for a sufficiently long time, many are encountered 
in whom multiple joint involvement subsequently 
develops indistinguishable from rheumatoid arthritis. 
As a rule, the spondylitis appears first; however, one 
does see patients in whom the spondylitis developed 





2. Miller, J. L.: Chronic Rheumatic Diseases of the Spine, Arch. 
Int. Med. 54: 161-169 (Aug.) 1934. 
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subsequent to multiple joint involvement. For these 
and other reasons we are of the belief that this group 
of arthritic cases comprises a subdivision of the rheu- 
matoid type of arthritis. 


III. METHODS EMPLOYED IN STUDYING 
EACH PATIENT 


It is obvious that, if one is to evaluate correctly the 
significance of the gonococcus complement fixation test 
as a diagnostic aid in the study of patients with 
arthritis, one must be certain of two facts concerning 
all patients studied: (1) that the diagnosis as to the 
type of joint disease present is correct and (2) that 
the patient does or does not have a coexisting gonor- 
rheal infection. Therefore, the following minimal 
studies were carried out on all patients: (1) a his- 
tory taken by at least two physicians, (2) a complete 
physical examination, (3). roentgenograms of at least 
the involved joints, (4) a fasting blood uric acid, (5) 


TABLE 5.—Results of 614 


In three instances a diagnosis of rheumatoid arthritis 
with an accompanying gonorrheal infection was made. 
These three cases will be found recorded separately, 


RESULTS 


An examination of table 5 shows that 91.3 per cent 
of the 439 tests done on the serums of 206 individuals 
with various types of joint diseases in whom no history 
or physical manifestations suggestive of gonorrheal 
infection could be found gave negative reactions at all 
times. Likewise, 100 per cent of all tests done on the 
serums of thirty-three patients suffering from maladies 
other than joint disease or in whom no organic dis- 
ease was discovered were negative. On the other 
hand, serums from sixty-eight, or 91.9 per cent, of 
seventy-four patients diagnosed as having a proved or 
probable gonorrheal arthritis gave a positive reaction 
at some time during the course of their disease. If 
the results in this group of patients are studied in more 


Tests on 316 Patients 











Cases in Which Cases Giving Cases in Which 
Total Total All Tests Were Negative and All Tests Were Positive Negative 
Num- Num- Positive Positive Tests Negative Tests Tests 
ber ber o_O Or ON am ~~ Aa 
of of Num- Per Num- Per Num- Per Num- Per Num- Per 
Disease Cases Tests ber Cent ber Cent ber Cent ber Cent ber Cent 
Proved gonorrheal arthritis................... 52 82 42 80.7 4 rs 6 11.5 72 87.5 10 12.2 
Probable gonorrheal arthritis................. 22 43 14 63.6 8 36.3 0 0 30 69.8 13 30.2 
Yotal cases of proved and probable gonor- 
PE Was nose cask cessenedenseeex sce 74 125 56 75.7 12 16.2 6 8.1 102 81.6 23 18.4 
Genito-urinary gonorrheal infection accom- 
panying rheumatoid arthritis............... 3 9 2 66.6 1 33.3 0 0 6 66.6 3 33.3 
Other arthritides 
Rheumatoid arthritis 
EOL cS Ne eee ee ree ee 151 352 3 1.9 13 8.6 135 89.4 27 7.7 325 92.3 
Wie RMN 5055 osab etd v0.05 oxsemasa scenes 15 20 0 0 1 6.6 14 93.3 1 5.0 19 95.0 
(c) Spondylitis deformans*............... 9 15 0 0 1 11.2 8 88.8 1 6.6 14 93.4 
Bere RIS TARE 6 oie nace coca s cacciecesniees 10 12 0 0 0 9 10 100.0 0 0 12 100.0 
"PUDSPCUIOUS BUGIS... - 9.6550 s0c00ccnnvenieee 1 1 0 0 0 0 1 100.0 0 0 1 100.0 
Intermittent hydro-arthrosis................ 1 4 0 0 1 100.0 0 0 3 50.0 2 50.0 
Ce PS a ee ere rye rere 8 16 0 0 1 12.5 7 87.5 1 6.3 15 93.7 
Dowmenerative QISDTIUIS..... <0 ccrccesesiccaccsss 11 19 0 0 0 0 ll 100.0 0 0 19 100.0 
Nonarthritides 
EL, ..c 54 :Samar ce kuaseaeesaeaecaneee 22 29 0 0 6 0 92 100.0 0 0 29 100.0 
Drs NE IIB oko. s<hes so ckce casas eee 11 12 0 0 0 0 ll 100.0 0 0 12 100.0 
ES ocean ck pS RSo Was rene owas eeeeadaaas 316 614 
Total cases of proved and probable gonor- 
PONT OHIO. 6.000555 sepencecesarsatectes> 74 125 56 75.7 12 16.2 6 8.1 102 81.6 23 18,4 
Arthritides without gonorrheal infection..... 206 439 3 1.5 17 8.3 186 91.3 32 7.3 407 92.7 
Nonarthritides without gonorrheal infection. 33 41 0 0 0 0 33 100.0 0 0 41 100.0 





* Striimpell-Marie type. 


a sedimentation rate, (6) a careful search for foci of 
infection by a nose and throat specialist, a gynecologist 
and a genito-urinary consultant, (7) at least one com- 
plete set of pelvic smears or smears obtained at the 
time of prostatic massage, and (8) at least one com- 
plement fixation test for the gonococcus. In any 
suggestive cases, certain of these tests were done 
repeatedly. The final diagnosis was often deferred 
until the course of the disease had been observed for 
one or more years. In this way many errors in diag- 
nosis and classification of the arthritis were avoided and 
in turn errors in the interpretation of the value of the 
complement fixation test were prevented. 

No case was included as proved gonorrheal arthritis 
unless the following requirements were met: (1) a his- 
tory or physical abnormalities indicating a previous or 
existing gonorrheal infection, (2) a history of joint 
disease consistent with gonorrheal arthritis and (3) the 
isolation on smear or culture of the gonococcus from 
the primary focus or synovial fluid. Probable gonor- 
rheal arthritis was diagnosed when the first two of 
these requirements were met, but no gonococci were 
ever isolated. The follow-up studies in these cases 
proved the original diagnosis to be correct. 


detail, one finds that at least one positive fixation test 
was obtained in 100 per cent of the cases, provided the 
serum was obtained during the period of active arthritis. 
However, one notes that in only 80.7 per cent of the 
proved cases of gonorrheal arthritis and 63.6 per cent 
of the probable cases was the test always positive. One 
further observes that in six of the proved cases all tests 
done were always negative. Only one sample of serum 
was obtained from each of these six patients. In four 
instances the test was done on serums obtained early 
in the disease (first, second, fourth and sixth days 
respectively), and in the other two patients the test 
was done on serums obtained two and two and one- 
half years after all joint symptoms had disappeared. 

The percentages just noted undoubtedly give too 
favorable an impression as to the value of the test as 
a diagnostic aid. The practical question to be answered 
is If the test is positive, what is the probability that 
the arthritic patient has a gonorrheal arthritis, and, 
if negative, how certain can one be that the gonococcus 
has been ruled out as the etiologic agent? One hun- 
dred and forty positive tests were obtained in ninety-one 
of the 316 patients. Of these, 108 tests were done of 
serums obtained from patients in whom the final diag- 
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nosis was either proved or probable gonorrheal arthritis 
(seventy-four cases) and rheumatoid arthritis with an 
accompanying gonorrhea (three cases). Thus, only 
77 per cent of our routine clinic tests done during all 
phases of the disease that were reported as positive 
agreed with the final clinical diagnosis. Likewise, 
twenty-three of 125, or 18.4 per cent, tests made on 
patients with proved or probable gonorrheal arthritis 
were negative. Therefore, in tests taken as a routine 
in an arthritic clinic at all stages of the arthritic process 
a positive fixation pointed to the gonococcus as the 
etiologic agent of the arthritis in approximately 80 per 
cent of the cases, whereas a negative test failed to rule 
out the gonococcus as the etiologic agent in approxi- 
mately one case in five. 

The cases of typical rheumatoid arthritis represent 
the largest series of any one type of arthritis contained 
in our control group. As one can see from table 5, 
352 tests were done on the serums of 151 such patients. 
The serums of three, or 1.9 per cent, of these patients 
were always positive. Thirteen cases, or 8.6 per cent, 
gave both positive and negative tests. However, 325 
of the 352 tests were negative (92.3 per cent). From 
these results on 151 proved cases of rheumatoid arthri- 
tis it is apparent that the complement fixation test for 
the gonococcus can be relied on as a diagnostic aid. 

.\ comparison of the results of the complement fixa- 
tion test in gonorrheal arthritis with those in atypical 
rheumatoid arthritis and rheumatic fever is more per- 
tinent because these arthritides are more apt to mimic 
gonorrheal arthritis. Only twelve tests were made on 
patients with acute rheumatic fever, but these were 
all negative. Of the twenty tests done on serums from 
fifteen patients with atypical rheumatoid arthritis, only 
one positive test was recorded. Such close agreement 
with the clinical diagnoses would seem to indicate that 
the fixation test would again serve as a diagnostic aid. 

The cases of degenerative arthritis form an impor- 
tant part of the control series because the majority of 
such individuals are past the age when active gonor- 
thea is usually encountered. The tests in this series, 
nineteen tests on the serums of eleven patients, were all 
negative. 

Because of the supposed frequent association of a 
specific or a nonspecific prostatitis with spondylitis 
deformans,? it is interesting to note that fourteen of 
fifteen tests made on these nine male patients were 
negative.’ In this small series, three patients gave a 
history of gonorrhea eight, ten and thirteen years 
previously, but in each instance the onset_of the spondy- 
litis antedated the genital infection fromone to four 
years. Only one of these three men still had a prosta- 
titis (from which no gonococci could be isolated) at 
the time of entry to the hospital. The one man in 
whom a positive test occurred gave no history or other 
definite evidence of gonorrhea. In two other cases a 
nonspecific prostatitis was found. 

_ Fifteen of sixteen tests in eight cases of gout were 
likewise negative, the one positive test being obtained in 
a woman with no changes suggestive of gonorrhea. 

As can be seen from table 5, one may obtain varying 
results in the same individual. In this series, thirty 
out of 316 patients gave both positive and negative 
results. For instance, tests made on the serums of a 
woman with undoubted rheumatoid arthritis and in 





3. Tests on five additional patients (three males and two females) were 
also negative. Two of these five patients admitted having had a previous 
8onorrheal infection but not one of them had any evidence of such at the 
time they were examined. In both cases the spondylitis antedated the 
S0norrheal infection. 
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whom no evidence of gonorrhea was ever demonstrable 


ran as follows: + ? —— ?+ ? ?——w—. Simi- 
larly a series of tests taken in a case of gonorrheal 
arthritis were reported as — + — +. Such results 


indicate that, unless the test as used in this series is 
improved on, one cannot rely on the test in any single 
case, unless the clinical course of the arthritis in ques- 
tion is carefully evaluated. Further evidence that the 
gonococcus complement fixation method employed in 
this particular study is anything but 100 per cent diag- 
nostic is well illustrated by the following case: 

Case 3—A man, aged 38, was recently seen in consultation 
at another hospital. He gave a history of undoubted gonor- 
rheal genital infection with frequent exacerbations of the 
genito-urinary symptoms. These genito-urinary exacerbations 
were always accompanied by widespread arthritis. When he 
was seen in the seventh week of his illness, it was found that 
the prostatic smears contained undoubted gonococci. Yet fixa- 
tion tests done at weekly intervals for the preceding seven 
weeks had all been negative. Possible reasons for these varia- 
tions and a discussion of certain technical considerations will 
follow. 


The diagnostic significance of the test is further 
limited because of the occurrence of false positive 
reactions in the absence of gonorrheal arthritis. If the 
clinical course of each patient is not taken into con- 
sideration, calculations reveal that, given three positive 
tests, only two were correct, the third being a false posi- 
tive reaction. However, such calculations exaggerate 
the significance of the false positive reactions, because 
if the clinical course of the arthritis is taken into con- 
sideration most of them will be found to be of no 
significance and in consequence will be eliminated. If 
the number of gonorrheal arthritic cases and those of 
nongonorrheal origin resembling gonorrheal arthritis 
are about equal, only one out of every ten positive tests 
will be misleading. 

It is far better that the diagnostic error should be in 
this direction, because specific treatment such as properly 
supervised generalized diathermy will probably not do 
the patient in question any harm, whereas undue delay 
in a case of gonorrheal arthritis may allow for serious, 
irreparable damage to take place before the institution 
of such therapy. i 

COMMENT 

The first requisite to a correct evaluation of the 
gonococcus complement fixation test as a diagnostic aid 
in the study of arthritic patients is that the cases so 
studied should be correctly diagnosed. In the present 
series every effort was made to meet this requirement 
by complying with the requirements set forth under 
Methods Employed in Studying Each Patient. In 
certain instances the final diagnosis was deferred until 
the course of the disease had been observed for one 
or more years. If, after such study and observation, 
there was any question as to the final diagnosis, the 
case was omitted from this series. (Three such cases 
were omitted; the tests in all were negative.) There- 
fore it is our belief that few if any errors in the inter- 
pretation of the value of this test as a diagnostic aid 
can be ascribed to mistaken diagnoses. 

It is apparent from our results that even when the 
first requisite is met the gonococcus complement fixa- 
tion reaction is not as specific a diagnostic test as the 
Wassermann reaction. From our experience with the 
test as carried out in this study, it is apparent that 
the test is not sufficiently perfect to eliminate nonspe- 
cific reactions. It would also seem that antibodies 
demonstrable by complement fixation may not appear 
in the blood stream in all cases. However, the chief 
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technical imperfections of the method employed are 
due to (1) the relatively large amount of antigen used, 
approaching more nearly the inhibitory dose than in the 
case of the Wassermann reaction, and (2) the differen- 
tiation between positive and negative reactions, whieh is 
not by complete hemolysis or by complete inhibition but 
is a difference in grades of inhibition. Because of 
these imperfections, one cannot expect to obtain as 
consistent results as in the case of the Wassermann 
reaction, and in consequence nonspecific reactions can- 
not be entirely eliminated. 

It is often stated that a positive test is not obtained 
in men if the gonococcic infection is confined to the 
anterior urethra, or in women if the infection is lim- 
ited to the urethra or vagina. Most workers are 
agreed that as complications develop the test becomes 
positive in an increasingly higher percentage of cases, 
reaching from 90 to 100 per cent in patients with a 
complicating arthritis.» From our experience with the 
complement fixation test in gonorrheal arthritis it would 
seem necessary to modify the statement that the test 
is nearly 100 per cent positive in such instances. It is 
true that all patients in this series who had repeated 
fixation tests done on blood serums obtained during the 
time the arthritis was active gave at least one positive 
test (100 per cent positive). (Case 3 is not included 
in this series.) However, only 80.7 per cent of the 
proved cases of active gonorrheal arthritis gave positive 
tests at all times, and in the probable cases of active 
gonorrheal arthritis this figure fell to 63.6 per cent. As 
will be pointed out later, such results depend in part on 
when in the course of the disease the test was done. 
There exists considerable variation from case to case 
as to when the test becomes positive and again nega- 
tive. In these two groups, 7.7 and 36.3 per cent respec- 
tively gave both positive and negative tests. Such 
results are not surprising when one learns that the 
clinical records in the later instances reveal that the 
majority of the negative tests were obtained early in 
the disease or as the arthritis became quiescent or cured. 

The fact that negative tests are not infrequently 
obtained early in the disease allows one to ask During 
what stage of the arthritis does the fixation test become 
positive? From previous reports it is obvious that anti- 
bodies do not accumulate in the blood in sufficient 
amount until the gonococcic infection has been present 
at least from ten days® to four weeks. If the disease 
remains localized, even though it has become chronic, 
the test may never become positive." Such localized foci 
include the urethra, Bartholin’s glands and the vagina. 
The majority of patients in our series did not come 
under observation until at least several weeks after the 
onset of the original infection. Furthermore, all our 
patients were suffering from at least one of the compli- 
cations of gonorrhea, namely, arthritis, and, as we have 
already pointed out, the test becomes positive in an 
increasingly higher percentage of cases once metastasis 
and complications have resulted. However, one indi- 
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Gonococcic Infections, Am, J. M. Sc. 141: 693-709, 1911. Jeck, H. S.: 
Present-Day Treatment of Gonorrhea in the Male, J. A. M. A. 93: 249- 
254 (July 27) 1929. Swan, C. S.: Resulfs and Interpretation of a 
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vidual had a positive test on the day of entry, eleven 
days after the onset of the arthritis. On the other hand, 
patients with gonorrheal arthritis entering the hospital 
five, eight, ten, eleven, sixteen and twenty-four weeks 
after the onset of the gonorrheal infection had negative 
fixation tests. In three such instances subsequent tests 
were done and were found to be positive. 

From our experience as well as that of others * it 
would seem fair to conclude that a persistently positive 
complement fixation test indicates that the gonococcic 
focus is still active. In such cases the fixation test 
may remain positive for months or years. Therefore 
it is not surprising that one encounters patients with 
a quiescent or a cured arthritis with serious genito- 
urinary infection persisting. 

Although Osmond * and McNeil * originally claimed 
that a positive test did not occur in a normal individual 
receiving a gonococcus vaccine, subsequent work ° has 
proved this statement to be incorrect. In fact, certain 
workers ?° have obtained positive fixation tests in their 
control subjects by means of five small repeated doses 
or one large dose of a gonococcus vaccine. The blood 
serums of such patients may continue to give positive 
tests for as long as four months. Animal experiments 
indicate that once antibodies are formed in sufficient 
amounts to give a positive test they may continue to 
be produced for some weeks after the organisms have 
disappeared from the circulation. Therefore it must 
follow that in certain instances of gonococcic infection 
with or without arthritis the fixation test may remain 
positive some weeks after a complete cure. None of the 
patients included in this series were treated with vac- 
cine; therefore this factor cannot account for any of 
the positive reactions obtained. (In case 2, no fixation 
test was done after the vaccine was given.) 

From the foregoing it is apparent that negative tests 
may be obtained in certain patients from five to twenty- 
four weeks after the initial infection, even though a 
complicating arthritis exists, thus indicating that in an 
occasional patient antibodies develop very slowly or 
that the number of organisms entering the system at 
any one time must not be sufficient in number to stim- 
ulate adequate antibody production. From the htera- 
ture quoted it must also be apparent that a negative 
test will not be obtained until all antibodies in the 
blood have been eliminated, even though a complete 
cure of the original focus has been present for 
some weeks. Although a negative reaction in a case 
once positive is fair evidence of a cure, it may represent 
nothing more than adequate drainage of the original 
focus. If damage is adequate, further metastases, nec- 
essary to the long continued production of antibodies, 
do not occur. In such instances a negative test probably 
means a good prognosis. In this series the appear- 
ance of negative reactions usually meant a cure of the 
arthritic process, and in some it also heralded the cure 
of the genito-urinary infection. 

How is one to account for those cases of proved 
gonorrheal arthritis contained in this series exhibiting 
negative reactions?” There were six such cases. They 
can be accounted for in one of several ways: 1. Suffi- 
cient tests may not have been done. 2. The tests may 
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have been done prior to the appearance of the anti- 
bodies (in four cases the tests were done on the first, 
second, fourth and sixth days of the arthritis) or after 
their disappearance (in two instances the tests were 
done two and two and one-half years after all joint 
symptoms had disappeared). 3. The antigen employed 
in doing our tests may not have been prepared from 
a sufficient number of the different strains. It will be 
remembered that our antigen was made from the four 
major Torrey strains, numbers 8, 15, 32 and 34. 

What can be said concerning those cases of proved 
and probable gonorrheal arthritis which gave both posi- 
tive and negative reactions? As stated before, most of 
the negative reactions were obtained early in the dis- 
ease or as the arthritis became quiescent or cured. 
Those not explained in this way may represent the 
previously mentioned errors in the test. However, there 
were fifteen of the 175 cases of rheumatoid arthritis 
(8.6 per cent) which also exhibited both positive and 
negative reactions. Such positive reactions may all be 
instances of false positive reactions, representing the 
inevitable errors of the method employed. False posi- 
tives have been reported by other workers, Chevalla * 
obtaining 9.4 per cent in his control series. Some may 
represent tests done on serums from women in whom 
a gonococcic focus is often overlooked, even after care- 
ful examinations. Such an explanation may well 
account for the three cases of rheumatoid arthritis 
(1.9 per cent) which always gave positive reactions. 
It is interesting in this regard that the group of patients 
with degenerative arthritis (all being past the age when 
active gonorrheal infections are ordinarily encountered ) 
all had uniformly negative reactions. 

‘rom these data it would seem reasonable to conclude 
that the gonococcus complement fixation test should be 
employed in a routine manner as a diagnostic aid in 
the study of patients suffering from arthritis. If one 
employs the test in the routine work up of a miscella- 
neous group of arthritic patients, the fact must be 
appreciated that if a positive reaction is obtained there 
is a 10 per cent chance of it representing a nonspecific 
reaction. The importance of the test lies in the fact 
that if it is positive it calls attention to the possibility 
of the arthritis being due to the gonococcus or strength- 
ens a previous suspicion. Having obtained a positive 
reaction, one should reconsider the history and clinical 
course of the arthritis and determine whether or not 
they are consistent with such a diagnosis. In addition, 
one should make repeated attempts to demonstrate the 
existence of a gonococcic focus. However, one must 
realize that a negative reaction fails to rule out a gon- 
orrheal infection in about 20 per cent of the cases. 
Undoubtedly better results than those recorded here 
will be obtained if all tests are made at the most favor- 
able time during the course of the arthritis, but this 
is oftentimes impossible. An improved method would 
also allow for more accurate results. The weaknesses 
of the results obtained in our series should serve to 
stress the point that this laboratory test as employed 
is only an aid to a careful clinical study of the patient. 


CONCLUSIONS 

The results in 614 gonococcus complement fixation 
tests on the serums obtained from 316 patients with 
various types of arthritis indicate that the test is an 
important diagnostic aid in routine study of arthritic 
patients because : 

1, Of 125 tests done on the serums from the seventy- 
four cases of proved or probable gonorrheal arthritis, 
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81.6 per cent gave positive reactions at some time dur- 
ing the course of the arthritis. 

2. Of the tests done on the serums from the fifty- 
two proved cases of gonorrheal arthritis, 80.7 per cent 
gave positive reactions at all times. 

3. Only 18.4 per cent of all the tests made in the 
seventy-four proved and probable cases of gonorrheal 
arthritis were negative. 

4. Of 239 cases representing other types of arthritis, 
91.6 per cent gave consistently negative reactions. 

5. A positive reaction obtained in a case in which 
the history is not consistent with a diagnosis of gonor- 
rheal arthritis is not significant. In cases in which the 
history is consistent with a diagnosis of gonorrheal 
arthritis, a positive test will be correct in 90 per cent 
of the cases. In about 20 per cent of the cases the 
reaction will be negative. 

If the technical imperfection of the method employed 
can be improved, it is possible that the gonococcus com- 
plement fixation test will approach the Wassermann 
test in its degree of accuracy. 





ORTHOSTATIC HYPOTENSION 
THE TREATMENT OF 
BENZEDRINE 


TWO CASES WITH 
SULFATE 


PERK LEE DAVIS, M.D. 


AND 
MARGARET SHUMWAY-DAVIS, M.D. 
PHILADELPHIA 


Orthostatic hypotension is due to disturbance of 
function of the sympathetic nervous system. There is 
an absence of the reflex vasopressor and cardio-accel- 
erator mechanisms necessary to maintain a blood pres- 
sure adequate for normal cerebral circulation when a 
person changes from a supine to an erect position. 

Recently Chew, Allen and Barker! reviewed the 
literature on orthostatic hypotension and added six 
cases. They have carefully analyzed the numerous 
symptoms and signs exhibited by these people. Syncope 
and weakness are the most common symptoms depen- 
dent on the sudden fall in systolic and diastolic blood 
pressures when the patient stands. Among the other 
symptoms listed may be mentioned (1) failure of an 
increase in the pulse rate when a patient stands, (2) 
decrease or absence of sweating, (3) loss of libido, 
(4) pallor, (5) relatively high blood urea and (6) 
lowered basal metabolic rate. 

These authors offer evidence to show that this con- 
dition is not due to faulty functioning of the entire 
autonomic nervous system but to some local disturbance 
in the peripheral sympathetic nervous supply to the 
vessels and the sweat glands. They have observed 
phenomena identical with those seen in orthostatic 
hypotension after resection of the anterior roots, 
splanchnic nerves and the lumbar and celiac ganglions. 

The purpose of reporting two cases of orthostatic 
hypotension is to record the results obtained with 
benzedrine sulfate by mouth. 

Case 1—A. L., a white man, aged 38, for the past few years 
had complained of spells of weakness, lightheadedness, blurring 
of vision and lack of pep. The spells seemed to be most severe 
while working. His work was of the type necessitating fre- 
quent changes in posture and a constant exposure to rather 





1. Chew, E. M.; Allen, E. V., and Barker, N. W.: Orthostatic Hypo- 
tension: Report of Six Cases and a Review of the Literature, Northwest 
Med. 35: 297-303 (Aug.) 1936. 
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high temperatures. On one occasion vertigo, nausea and sudden 
unconsciousness followed a precipitate rise to an erect posture. 
It was the only severe attack he had had. His wife told him 
that he appeared as “pale as a ghost.” This attack prompted 
him to seek medical aid. He said that while he worked he 
rarely perspired but that when he entered cooler surroundings 
he would perspire as though one had suddenly turned on all 
the “sweat spigots” at once. Usually after these spells of 
profuse perspiration he would feel weak. There was no history 
of tetany. His salt intake was not increased. 

The patient was extremely well proportioned, with a height 
of 71 inches (177.5 cm.) and a weight of 170 pounds (77 Kg.). 
His skin was extremely dry. Carotid sinus pressure on either 
side when the patient was in the recumbent or sitting position 
was unsuccessful in duplicating the symptoms of which he com- 
plained. With the exception of the variability observed in the 
blood pressures and pulse rates (table 1) the physical and 
neurologic examination proved normal. The laboratory data, 


TABLE 1.—Blood Pressure and Pulse Rate in Case 1 
Before and After Bensedrine Sulfate 
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TABLE 2.—Blood Pressure and Pulse Rate in Case 2 
Before and After Bensedrine Sulfate 
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including erythrocyte and leukocyte counts, hemoglobin estima- 
tion, flocculation test for syphilis, blood chemistry and urinal- 
ysis, were within normal limits. A roentgen study of the chest 
was reported as normal. 

The patient was given 10 Gm. (150 grains) of sodium chloride 
daily in keratin-coated tablets of 15 grains each. One week 
later the blood pressure and pulse rate were recorded as 
previously. Although the patient said he felt improved,: no 
appreciable alteration of the blood pressure was noted. 

For the next twelve days, in addition to the sodium chloride, 
the patient was given 20 mg. of benzedrine sulfate half an hour 
before rising in the morning and 15 mg. at lunch time. When 
he reported for observation he stated that he had never felt 
better and that except for the paradoxical sweating, which was 
less severe, all symptoms had disappeared. The blood pressure 
continued to fall when he assumed the erect posture but not 
to the levels observed before benzedrine sulfate was instituted. 
In the blood pressure recorded in the recumbent posture there 
was noted only a slight increase above that recorded previous 
to the benzedrine sulfate therapy. 

In a recent communication the patient states that he has 
increased the dose. He has found that by taking two 10 mg. 
tablets at 4 o'clock in addition to the previous doses he feels 
more comfortable. 

Case 2.—J. L., a white man, aged 40, complained of profound 
weakness, dizziness, lightheadedness, staggering, dry skin and 
pallor. He was worried because he had been told that he had 
a “hidden” cancer. He had been physically tired for the past 
seven years and profoundly weak for the past eighteen months. 
There had been no increase in his desire for salt; in fact, he 
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used less than other members of the family. He stated that 
he always felt better during the winters, the summer heat 
seeming to make him worse. He said that he did not perspire 
very much generally but that his feet were always damp. He 
rested a great deal of the time because he felt better while 
recumbent. When he arose and walked around he felt light- 
headed and noticed blurring of vision and staggering. He had 
been troubled with severe constipation all his life. As far as 
could be determined, a history of the various systems was 
negative. : 

The patient was 67 inches (167.5 cm.) tall and weighed 155 
pounds (70 Kg.). There was no evidence pointing to myas- 
thenia gravis or Addison’s disease. The physical and neurologic 
examinations were negative except for a variation in the blood 
pressures and pulse rate on changes in posture (table 2). On 
two successive tests the basal metabolic rates were recorded 
minus 16 and minus 10. Other laboratory data, including the 
Kolmer-Wassermann test, urinalysis, gastric analysis and blood 
chemistry, were within normal limits. Examination of the blood 
revealed 4,010,000 erythrocytes per cubic millimeter, 6,240 leuko- 
cytes with a hemoglobin estimation of 68 per cent (Dare) 
and a hypochromic normocytic anemia. Roentgen study of the 
gastro-intestinal tract was negative except for deep haustrations 
and a smaller lumen than normal throughout the entire colon. 

The patient was placed on sodium chloride in a manner 
similar to the preceding case. When he was examined ten days 
later he appeared to be improved. He said that he did not 
feel as chronically tired as he had, but when he arose quickly 
or tried to work hard faintness and blurring of vision were 
about the same. There was no evidence of improvement from 
the standpoint of more stability in the blood pressure on changes 
in posture. 

For the next eight days benzedrine sulfate in dosage of 25 mg. 
one-half hour before rising and 15 mg. at lunch time was 
administered. When he reported back for observation he 
appeared more alert and stated that his symptoms, although 
present, were extremely mild and did not inconvenience him in 
any way. He also stated that constipation no longer bothered 
him. The blood pressure had increased in the recumbent posi- 
tion and although there was a drop in the pressures when he 
assumed the erect posture, it did not drop to the level previously 
recorded. 

January 25 I reexamined the patient. The morning dose 
was increased to 40 mg., the noon dose remains as previously 
recorded, and it has been necessary to give 15 mg. at 3 o’clock. 
He was examined February 1 at 5 o'clock. The blood pressure 
and pulse rate did not seem to vary particularly from those 
previously recorded, with the exception that the supine blood 
pressure was 142 systolic, 80 diastolic. 


COMMENT 

Peoples and Guttmann? used benzedrine sulfate in 
twenty-five cases, obtaining an average of 24 mm. of 
mercury increase in blood pressure. Tovell,® in a pre- 
liminary report, has used benzedrine to control blood 
pressure during spinal anesthesia in thirty-one cases 
with the benefit of a variable degree in all but three 
cases. Long‘ recently stated that as a vasoconstrictor 
benzedrine has an unusually long duration of action. 
The effects of the drug are regular and constant and 
are characterized by an increase in pulse amplitude and 
occasionally in pulse rate. Benzedrine is supposed to 
have a more gradual action, a more sustained pressor 
effect, and to dissipate its influence more slowly than 
other sympathomimetic drugs. Similar pressor effects 
have been observed in a small percentage of cases of 
postencephalitis in which the results of benzedrine 
sulfate therapy are being studied.° 








2. Peoples, S. A., and Guttmann, E.: Hypertension Produced with 
Benzedrine, Lancet 1: 1107-1109 (May 16) 1936. : 

3. Tovell, R. M.: Control of Blood Pressure During Spinal Anes- 
thesia: Preliminary Report, Proc. Staff Meet., Mayo Clin. 2: 585-588 
(Sept. 9) 1936. 

4. Long, William: The Sympathomimetic Amines, paper read to Set 
tion on Psychiatry, Philadelphia College of Physicians, Oct. 9, 1936. 

5. Stewart, Winifred, and Davis, P. L.: Work in Progress at Phila- 
delphia General Hospital, to be reported when completed. : 
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Sodium chloride was used empirically in these cases 
because of the possible influence on the metabolic 
activity of the adrenal gland. Benzedrine sulfate 
(phenyl isopropylamine sulfate), a newly developed 
sympathomimetic drug, is recommended for further 
investigation in orthostatic hypotension. 


SUMMARY 
In two cases of orthostatic hypotension, benzedrine 
sulfate relieved the symptoms of orthostatic hypoten- 
sion by preventing the fall of blood pressure to the level 
at which symptoms occurred. 
1737 Chestnut Street. 





REACTION OF THE BLOOD PRESSURE 
OF 400 SCHOOL CHILDREN TO 
A STANDARD STIMULUS 


EDGAR A. HINES Jr, M.D. 


ROCHESTER, MINN. 


The systemic blood pressure reacts to various forms 
of external and internal stimulation; consequently, it 
is subject to considerable variation. This reactivity of 
the blood pressure can be measured by a standard test 
in which local cold is used as the stimulus." 

I’xcessive variability of the blood pressure may have 
important significance even though the blood pressure 
is below accepted maximal levels. Recent studies have 
indicated that vasomotor reactions, as measured by 
responses in blood pressure, may be hereditary and that 
an excessive generalized vasoconstrictor response to 
stimulation is indicative of a prehypertensive state. 

Many statistical studies on the. blood pressure of 
children have been carried out in which the usual 
methods of measuring the levels of blood pressure have 
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bility of the blood pressure as well as the actual pres- 
sure at any given time. Partly as an independent study, 
therefore, and partly for correlation with a similar 
study of adults which I am making, I have measured 
the blood pressure reactions of a group of children 
to a standard stimulus. As far as I know, such a study 
has not been made before. 


TECHNIC OF TEST 


The subject is allowed to rest in a supine position 
in a quiet room for thirty minutes. During this rest 
period several readings of the blood pressure are taken 
until a basal level has been approximated. With the 
cuff of the sphygmomanometer on one arm, the opposite 
hand is placed in ice water at 4 C. to a point just above 
the wrist. Readings of the blood pressure are taken 
at the end of thirty seconds and again at the end of 
sixty seconds. The maximal reading obtained while 
the hand is in the ice water is taken as the index of 
the response. The hand is removed from the ice water, 
and readings are then taken every two minutes until 
the blood pressure returns to its previous basal level. 
The maximal response frequently occurs within thirty 
seconds. The blood pressure of subjects with normal 
levels of blood pressure returns to the basal level within 
two minutes. On the basis of previous studies, a max- 
imal rise of more than 22 mm. of mercury in systolic 
pressure and 18 mm. in diastolic pressure was inter- 
preted as being a hyperreactive type of response. 

These studies of blood pressure were carried out by 
testing the children in pairs. Two comfortable beds 
were placed in a quiet room for the children to lie on. 
The test was then performed. A standard mercury 
manometer with a 10 cm. cuff was used to measure 
blood pressure. Significant emotional disturbances 
were seldom noted and readings could be made satis- 
factorily on children as young as 6 years of age. The 


Blood Pressure Response of 400 School Children to Cold Pressor Test 








Average Increase in Blood Pressure, Mm. of Mercury 
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* Mean increase for group. 


been applied.2 There has been considerable disagree- 
ment in some of the data obtained by the different 
investigators. It was felt that some of these differences 
could be explained on a basis of the latent variability 
of the blood pressure. Merely to have the blood pres- 
sure taken may be a sufficient stimulus to bring it to 
a maximal level, but since the rise will be maximal in 
some instances and partial in others the results will 
not be comparable. For this reason it was believed that 
it would be of importance to study the range of varia- 
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1, Hines, E. A., Jr., and Brown, G. E.: The Cold Pressor Test for 
Measuring the Reactability of the Blood Pressure: Data Concerning 571 
Normal and Hypertensive Subjects, Am. Heart J. 11:1-9 (Jan.) 1936. 

2. Stocks, Percy, and Karn, M. N.: Blood Pressure in Early Life: 
A Statistical Study, Cambridge, University Press, 1924. Abt, A. F., and 
Feingold, B. F.: Blood Pressure in Infancy and in Childhood: A Review 
of the’ Literature on the Determination of Blood Pressure in Normal 
_ Pathologic Conditions, Am. J. Dis. Child. 40: 1285-1311 (Dec.) 


test was repeated on forty of the children after a three 
months interval and no significant variation from the 
previous test figures was noted. 


DATA 


The 400 school children whose blood pressures were 
studied were between the ages of 6 and 19 years; 192 
of them were girls, 208 were boys. A summary of the 
data according to age is presented in the accompanying 
table. In the group with “normal” (minimal) responses 
the mean increase was 12.6 + 0.15 mm. of mercury for 
the systolic and 14.0 + 0.16 mm. for the diastolic pres- 
sure. In the hyperreactive group the mean rise in 
blood pressure was 33.8 + 0.37 mm. for the systolic and 
33.8 + 0.51 mm. for the diastolic pressure. Eighteen 


per cent of the children had hyperreactions in the sys- 
tolic and diastolic pressures. There was a much greater 
lability in the diastolic blood pressure in this group 
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of children than was noted previously in adults. In 
many instances the diastolic “range” was equal to or 
greater than the systolic. This was especially true 
through puberty up to the age of 16 years, after which 
there was a decrease in the mean diastolic range. The 
mean systolic range increased up to the age of 14 years 
and was then followed by a slight decrease. It is sig- 
nificant that although there was a definite increase in 
the mean reaction with age there was no significant 
change in the incidence of hyperreactors in the different 
age groups. There was no correlation between the 
responses to the test and the height and weight. 

Six pairs of identical twins were tested. The basal 
readings and responses to the test were almost iden- 
tical in each pair. In one pair the blood pressure rose 
from a basal level of 110 systolic and 65 diastolic 
to 160 systolic and 100 diastolic in one twin, and in the 
other from 112 systolic and 68 diastolic to 155 systolic 
and 100 diastolic. 

A definite familial trend was noted as the children 
were grouped into families. The families with the 
larger number of children were subjected to a more 
extensive study to determine the significance of the 
hereditary factor. The result of this study has been 
reported elsewhere.* 

The occurrence of hypertension in the group could 
not be determined definitely. There is no satisfactory 
criterion for determining the levels at which hyperten- 
sion may be said to be present in children. Only four 
of the children had blood pressures above the accepted 
maximal levels for adults; namely, 150 mm. of mer- 
cury systolic and 90 mm. diastolic. All of them gave 
abnormal reactions to the test. Fourteen had blood 
pressures greater than 140 mm. of mercury systolic 
and 80 mm. diastolic, and eleven of these were hyper- 
reactors. 

In ten of the children there was a very high maxi- 
mal response to the test. The lowest response to the 
test was to 170 systolic and 110 mm. diastolic, the 
highest to 190 systolic and 130 mm. diastolic. There 
was no history of previous nephritis or evidence of 
organic heart disease in any of these children. 


COMMENT 


This study reveals hyperreaction of the blood pres- 
sure to a standard stimulus in children as young as 
6 years of age. An experiment is being made to deter- 
mine whether the incidence of hyperreactors in this 
group of children correlates with the combined inci- 
dence of hypertension and hyperreactors among adults. 

There was a definite increase in the mean blood pres- 
sure reactions in the prepuberty and puberty age 
groups. This agrees with other studies on levels of 
blood pressure. 

SUMMARY AND CONCLUSIONS 


A study of the blood pressure reactions to a standard 
stimulus of 400 school children revealed that 18 per 
cent of them were hyperreactive in respect to systolic 
and diastolic blood pressure. The reaction of the blood 
pressure increases during the prepuberty and puberty 
period, but the incidence of hyperreactors was found 
to be approximately the same*in the different age 
groups. The reaction of the diastolic blood pressure 
is much greater in children than in adults. 





3. Hines, F. A., Jr., and Brown, G. E.: The Hereditary Factor in the 
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Report, Proc. Staff Meet., Mayo Clin. 10: 371-373 (June 12) 1935. 

4. Allen, E. V., and Alvarez, W. C Normal Blood Pressure and 


Its Physiologic Variations, in Sajous: Cyclopedia of Medicine, New 
York, F. A. Davis Company, 1931, pp. 367-381. 
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PROTAMINE INSULIN 
DIABETES 


CLINICAL OBSERVATIONS 


H. R. DRYSDALE, M.D. 
ROCHESTER, N. Y. 


The number of published reports on the chemistry, 
character and clinical observations of protamine insulin 
are already becoming voluminous. The claims made 
for this combination by its discoverers,’ namely, that 
protamine insulin offers a prolonged pharmacologic 
action with comparative freedom from hypoglycemic 
reactions and a subsequent diminution in the number of 
daily injections required for diabetic control, have been 
fully confirmed by investigators on this continent.’ 
Scott, Fisher and Rabinowitch * have recently demon- 
strated that the addition of zine to protamine insulin 
produces an even more prolonged action of the com- 
bination on the blood sugar content of both diabetic and 
nondiabetic subjects and it is suggested by Rabinowitch * 
that the addition of zinc to the protamine insulin 
increases the sensitivity of the individual to the injected 
insulin; he has also demonstrated that the addition of 
zine to crystalline and even to the regular commercial 
insulin produces a more prolonged pharmacologic action. 
While calcium has been employed also as a stabilizing 
factor in the formation of the protamine insulin com- 
plex, it would appear in the light of current investiga- 
tion that zine will be the element of scientific choice for 
this role in the future. The present discussion will 
attempt only to set forth our clinical observations on 
the use of protamine insulin as contrasted to regular 
commercial insulin. 

This study, commenced early in July 1936, is based 
on the observations of ten juvenile diabetic patients 
who were carefully selected with regard to the follow- 
ing qualifications: (1) a juvenile diabetic patient 
(under 21 years of age); (2) an intelligent and 
cooperative subject ; (3) an uncomplicated case (where 
possible) ; (4) a patient requiring insulin for diabetic 
control. As will be seen from the records summarized 
herein, most of these patients present relatively severe 
diabetes mellitus. The results have been most encour- 
aging. Contrary to the rather general written opinion 
that protamine insulin should be used initially only 
under hospital observation,’ it has been found that 
hospitalization is not essential in shifting patients from 





Helpful cooperation in this work was given by Dr. C. B. F. Gibbs. 

The protamine insulin used in this study was supplied through the 
generosity of Eli Lilly & Co. and E. R. Squibb & Sons. 

From the Medical Department of the University of Rochester School 
of Medicine and the Medical Clinic of Strong Memorial and Rochester 
Municipal Hospitals and the Rochester General Hospital. : 

1. Krarup, N. B.: Clinical Investigations into the Action of Protamine 
Insulinate, Copenhagen, G. E. C. Gad, 1935. Hagedorn, H. C.; Jensen, 
B. N.; Krarup, N. B., and Wodstrup, I.: Protamine Insulinate, J. A. 
M. A. 106:177 (Jan. 18) 1936. 

2. Root, H. F.; White, Priscilla; Marble, Alexander, and Stotz, E. H.: 
Clinical Experience with Protamine Insulinate, J. A. M. A. 106: 180 
(Jan. 18) 1936. Joslin, E. P.; Root, H. F.; Marble, Alexander; White, 
Priscilla; Joslin, A. P., and Lynch, G. W.: Protamine Insulin, New 
England J. Med. 2142-1079 (May 28) 1936. Sprague, R. G.; Blum. 
B. B.; Osterberg, A. E.; Kepler, E. J., and Wilder, R. M.: Clinical 
Observations with Insulin Protamine Compound, J. A. M. A. 106: 1701 
(May 16) 1936. Rabinowitch, I. M.; Fowler, A. F., and Corcoran, A. C.: 
Observations on the Action of Protamine and Insulin and Its Use with 
the High Carbohydrate-Low Calory Diet in the Treatment of Di 
Mellitus, Canad. M. A. J. 35: 124 (Aug.) 1936. 3 

3. Scott, D. A., and Fraser, A. M.: The Prolongation of Insulin 
Action by Protamine and Zinc, Proc. Am. Soc. Biol. Chem. 8+ 1xxxvill, 
1936. 


4. Rabinowitch, I. M.; Foster, J. S.; Fowler, A. F., and Corcoran, 
A. C.: Clinical Experiences with Protamine-Zinc-Insulin and Other 
Mixtures of Zinc and Insulin in Diabetes Mellitus, Canad. M. A. J. 
35: 239 (Sept.) 1936. j 

5. Root, White, Marble and Stotz.? Joslin, Root, Marble, White, 
Joslin and Lynch.? Sprague, Blum, -Osterberg, Kepler and Wilder. 


re 
th 
tal 


we 
Ca: 
to 

cel 
het 
avi 


] 
we! 
it v 
the 
tior 
gre: 
it \ 
bre: 
bef« 
of r 
bef 
tion 
insu 
any 
sists 
whet 
mint 
time 

U1 
vary) 
incor 
none 
been 
sugar 
break 
condi 
requi 
break 


Th 
institt 
amou! 
of un 
twent 
cases 
heavie 
Was q 
repres 
diabete 
progre 
hours ) 
contro! 
potenti 
apprec; 
employ 
diabete 

In ge 
amine © 
patient 
and tha 
Procedt 
“transit 
observe 
of mas; 
Teaction 


this atti 





i; 
80 
te, 
ew 


01 
ith 


ia 


an, 


ite, 





VotumE 108 
NuMBER 15 


regular insulin to protamine insulin, but it is my opinion 
that hospital study during this transition greatly facili- 
tates and shortens the period of “‘semicontrol” that may 
be expected. In this series, four of the ten patients 
were hospitalized, cases 7, 8, 9 and 10, but it is felt that 
cases 7 and 8 might have been very satisfactorily shifted 
to protamine insulin without such close study, although 
certainly a much more accurate and definite picture and 
hence a greater feeling of relief for the physician is 
available through hospitalization. 


TIME OF INJECTION OF INSULIN 


In view of the fact that the patients to be studied 
were juveniles and most of them were of school age, 
it was felt that before breakfast was the ideal time for 
the administration of protamine insulin. The observa- 
tions of Sprague, Blum and their associates * were a 
great help in making this choice of time. Consequently, 
it was arbitrarily decided to give all insulin before 
breakfast, the protamine insulin being given one hour 
before breakfast and any required supplemental dose 
of regular insulin being given the usual twenty minutes 
before breakfast. Subsequent observations and reflec- 
tions on the definitely prolonged action of protamine 
insulin have led to the opinion that it may be given at 
any time before breakfast, as its effect obviously per- 
sists at least twenty-four hours; but it is felt that 
whether the time is one hour before breakfast or twenty 
minutes before breakfast it is best to employ the same 
time each day. 

Until early September six of the patients were taking 
varying supplemental doses of regular insulin, but this 
inconvenience has apparently been overcome so that 
none of our ten cases at present require such. It has 
been our observation that the period of highest blood 
sugar level and subsequently greatest glycosuria is after 
breakfast under protamine insulin routine, and such 
condition can be readily controlled by supplying the 
required dosage of supplemental regular insulin before 


breakfast. 
ESTIMATING THE DOSE 


The plan followed with each individual case at the 
institution of protamine insulin has been to give an 
amount of this substance equal to the combined number 
of units of regular insulin previously required over a 
twenty-four hour period. While in several of these 
cases the insulin requirements have apparently been 
heavier under the new regimen than under the old, it 
was quite obvious that many of these patients never 
represented twenty-four hour daily control of their 
diabetes in the past. In short, although they were 
progressing with relatively smaller doses (twenty-four 
hours) of insulin they were never theoretically perfectly 
controlled diabetic patients, and when one considers the 
potential complications of the disease it is easier to 
appreciate the tremendous advantage to be gained in 
employing the new insulin especially in juvenile 
diabetes. 

In general, it is my opinion that ample doses of prot- 
amine insulin should be given initially, i.e., when the 
patient is transferred from the old insulin to the new, 
and that the dose may be reduced if necessary. Such a 
Procedure tends to eliminate the prolonged period of 
‘transitional glycosuria” which has been so frequently 
observed when apprehension concerning the early giving 
of massive doses exists. The relative rarity of insulin 
teactions with protamine insulin allows one to assume 
this attitude when instituting the new insulin. 
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DIET 


Dietary regulation in the ten cases studied has been 
essentially an individual factor. It was felt that 
although from a theoretical point of view giving but 
20 per cent of the daily carbohydrate intake at break- 
fast would tend to less need for supplemental doses of 
regular insulin, on the other hand, the natural desire 
and need of a school child for an ample breakfast was 
considered and it was decided to continue the diets as 
they were; that is, roughly one third of the daily carbo- 
hydrate being given at each meal. As this study has 
progressed, a general gradual shift in all diets toward 
the high carbohydrate-low calory type is being achieved 
and it would seem that protamine insulin is highly 
efficacious under such a dietary regimen. 


REACTIONS 

Insulin reactions under protamine insulin have been 
characterized by their rarity and usually mild symp- 
tomatology, but there is a definite tendency for their 
onset to be most insidious. Four of our patients have 
experienced hypoglycemic reactions during this study, 
but the only severe reaction observed occurred in case 6 
and is described in the history. Although “unconscious- 
ness” occurred, the attack quickly passed off following 
the taking of orange juice; obviously the patient was 
not unconscious but appeared so to a fond parent. 
There have been no recurrences in this case. It is 
interesting to note that the blood sugar in case 9 reached 
a low ebb of 45 mg. without producing symptoms of 
hypoglycemia except for rather ravenous hunger. Also, 
case 4 presented a known blood sugar of 37 mg. on one 
occasion without symptoms of hypoglycemia. In case 5 
the only reactions recorded occurred in midafternoon 
while the patient was taking a supplemental dose of 
regular insulin to control after breakfast glycosuria; 
there have been no recurrences in this case since the 
abolition of regular insulin. 


SUBJECTIVE IMPROVEMENT 

Without exception, the ten patients studied in this 
series have remarked on how much better they feel 
under the new regimen of insulin administration. It has 
not been necessary to interrogate the patients on this 
point, as they have all voluntarily expressed enthusiasm 
for what they feel to be a new era in their existence. 
While some of the enthusiasm might be explained on 
the basis of the greater convenience to the patients, in 
that they may lay aside their insulin syringes before 
breakfast for the ensuing twenty-four hours, several 
have voiced the opinion that they feel they are more like 
“normal human beings.” Parents of the juveniles have 
also been most enthusiastic, especially the parents of 
patient 10, who said that their son was “the best they 
have seen him in six years.” Many of these patients 
have noticed a definite increase in appetite under prot- 
amine insulin, and the high carbohydrate-low calory 
diet should be a welcome solution of this problem. 


CASE HISTORIES 


The following summaries are presented to give in 
condensed form the brief past history and essential 
picture of these patients under protamine insulin. All 
superfluous details have been omitted, but it is hoped 
that a fairly comprehensive picture is obtainable of the 
individual results in this study. 

Case 1.—History.—T. L. V., a white girl, aged 7% years, first 
developed symptoms of diabetes in April 1936. Polyuria, poly- 
dipsia and polyphagia increased and during the last three weeks 
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of July there was a loss of 3 pounds (1,360 Gm.). The onset of 
the illness had been insidious with no preceding infection, and 
there was no familial history of diabetes mellitus. Physical 
examination when first seen July 29 was essentially negative 
except for some undernutrition. The weight at that time was 
38 pounds (17.2 Kg.) and the urine showed a 4 plus Benedict 
reaction and 2 plus acetone. The fasting blood sugar then was 
186 mg. 

The patient was put on a diet of 1,800 calories (protein 70 
Gm., fat 90 Gm., carbohydrate 180 Gm.), and insulin 10-0-10 
was instituted. August 1, fasting blood sugar was 263 mg. 
and insulin was raised to 15-0-10. August 6, the weight was 
39549 pounds (18 Kg.) and because of rather persistent gly- 
cosuria regular insulin was again increased to 15-0-15 with an 
increase in diet to 1,972 calories (protein 73 Gm., fat 96 Gm., 
carbohydrate 204 Gm.). August 12 the weight was 40% pounds 
(18.4 Kg.) and the insulin requirement was 17-0-15, and occa- 
sional glycosuria was still present during the day. 

Protamine Insulin Record.—Protamine insulin was instituted 
August 17, with a dosage of 25 units given one hour before 
breakfast. During the period from August 17 to August 21 
there was occasional 1 plus glycosuria during the day but by 
August 23 the urine had become completely sugar free for 
twenty-four hours and continued to be so. August 26 there 
was a moderately severe insulin reaction occurring at noon, 
which was characterized by an insidious onset but was relieved 
by the oral administration of dextrose. The protamine insulin 
dosage was subsequently reduced to 15 units. Under this rou- 
tine the patient continued to be essentially sugar free, showing 
on occasion a 1 plus glycosuria. September 1 protamine insulin 
dosage was reduced to 10 units and the child continued to show 
only an occasional 1 plus sugar reaction. September 11 the 
protamine insulin dosage was reduced to 9 units and on Sep- 
tember 19 to 8 units, at which level it has remained until the 
present time. The weight, September 19, was 42349 pounds 
(19.2 Kg.), and the fasting blood sugar on that day (taken 
one hour after 8 units of protamine insulin had been given) was 
72 mg. The patient has continued to be essentially sugar free 
under what may be considered a comparatively minimal dose of 
protamine insulin. Whereas prior to the institution of protamine 
insulin she required 32 units of regular insulin she now 
requires one fourth such dose in protamine insulin and is in 
all respects a perfectly controlled juvenile diabetic patient. The 
parents are most enthusiastic over protamine insulin and no sup- 
plemental dose of regular insulin has ever been necessary. The 
convenience of administration of protamine insulin makes itself 
more obvious in a patient of this age, in which a marked fear of 
hypodermic injection is generally the rule and multiple injec- 
tions present quite a problem to the parents.® 

Case 2.—History.—R. L., a white girl, aged 14, has always 
been thin and undernourished in appearance, presenting in many 
ways the cardinal aspects of the asthenic diathesis. Diabetes 
mellitus was first diagnosed in 1926 at the age of 4 years, at 
which time a history was obtained of one year of polyuria and 
nocturia. During the past ten years there have been three 
hospital admissions to the Rochester General Hospital for the 
control of her diabetes. The patient has been on regular 
insulin since 1927, her insulin “requirements” varying from 
5-3-3 to 10-0-10. Briefly summarized, her diabetic history has 
been one of almost persistent glycosuria and high blood sugar 
levels after eating, all values approximately between 250 to 300 
mg. For the past year the diet had been approximately 2,000 
calories (protein 80 Gm., fat 112 Gm., carbohydrate 170 Gm.) 
but no marked gain in weight had occurred. 

Protamine Insulin Record.—Protamine insulin was instituted 
Aug. 13, 1936, the initial dose being 12 units taken the usual 
one hour before breakfast, the patient being instructed to raise 
the insulin to make herself sugar free in the fasting morning 
specimen. The blood sugar three hours after eating following 
10 units of regular insulin was 290 mg. and the fasting urine 
1 plus and the urine three hours after eating 3 plus, the 
patient having been on insulin 10-0-10. The weight August 13 
was 62 pounds (28 Kg.) August 20 she was taking protamine 
insulin 17 units and regular insulin 5 units (twenty minutes 
before breakfast). Fasting urines were 1 plus, urines one 
hour after breakfast were negative, occasional glycosuria being 
evidenced at other times during the day. The blood sugar after 
meals was 334 mg. The patient was instructed to increase the 
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protamine insulin. August 27 the patient stated that she was 
taking 18 units of protamine insulin and did not require regular 
insulin. Fasting urines had been negative. A urine specimen 
taken two hours after eating was 3 plus and blood sugar two 
hours after eating was 512 mg. September 3 she was taking 
protamine insulin 20 units and regular insulin 5 units, and all 
fasting urines were negative. Two hours after breakfast the 
urine was 3 plus and the blood sugar 350 mg. September 10 
the patient was on the same insulin dosage as September 3, 
although she had been instructed to increase the protamine 
insulin to 25 units and the supplemental dosage of regutar 
insulin as required. Fasting urines were all negative, but two 
and one-half hours after breakfast the urine was 1 plus and 
blood sugar 234 mg. September 17 the weight was 64% pounds 
(29.3 Kg.). She had been taking protamine insulin 25 units 
and no regular insulin, was sugar free twenty-four hours a 
day, and the blood sugar two hours after breakfast was 151 mg, 

Since January 1936 the patient has been receiving 2.5 cc. of 
a commercial preparation of the pituitary growth hormone 
(antuitrin-G) weekly; her height in January 1936 was 57 
inches (145 cm.) and her present height is 59 inches (150 cm.), 

It would appear that this child’s diabetes is under perfect con- 
trol on 25 units of protamine insulin. She states that she feels 
very well, is gaining weight, has experienced no insulin reac- 
tions and is most appreciative of the fact that she is finished 
with the hypodermic injection of her insulin before breakfast. 
The difficulty experienced in this case was attempting to get 
the patient to elevate her single injection of protamine insulin 
to her proper maintenance dose by herself. 

Case 3.—History.—T. C.,a white youth aged 16, had a sudden 
acute onset of diabetes mellitus about January 1936. He was in 
Strong Memorial Hospital from January 28 to February 11, 
for control of his diabetes, and persistently high blood sugars 
were the rule while in the hospital. His diet since that time 
has been protein 90 Gm., fat 110 Gm. and carbohydrate 210 Gm. 

The patient was followed in the diabetic clinic of Strong 
Memorial Hospital after February 1936, and his insulin require- 
ments until June were 20-0-10-5 (the five units being given 
at midnight). In June the insulin was changed to 20-0-15. 
The after-meal blood sugars under the 20-0-10-5 routine varied 
between 100 and 170 mg. while the after-meal blood sugars 
(morning) under the 20-0-15 routine varied between 204 and 
258 mg. After June the patient usually evidenced glycosuria 
before breakfast, but when he had been taking 5 units of 
insulin at midnight he was sugar free in the fasting urine 
specimen. 

Protamine Insulin Record—Protamine insulin was_ insti- 
tuted July 14, at which date his weight was 120 pounds (544 
Kg.). He was put on protamine insulin 30 units with no 
supplemental regular insulin. Qn July 21 protamine insulin was 
continued at 30 units and 5 units of regular insulin recom- 
mended because of considerable after breakfast glycosuria. On 
this date the after-meal blood sugar was 244 mg. July 28 the 
weight was 118 pounds (53.5 Kg.) on 35 units of protamine 
insulin and 8 units of regular insulin and there was still con- 
siderable after-breakfast glycosuria, but fasting urines were 
negative. The blood sugar after meals was 276 mg. August 4, 
the weight was 116 (52.6 Kg.) and he was taking protamine 
insulin 35 units and no regular insulin, with occasional 1 plus 
glycosuria after breakfast. The blood sugar after meals was 
282 mg. August 18, the weight was still 116 pounds, and he 
was taking protamine insulin 40 units and regular insulin 5 
units and stated that after-breakfast glycosuria persisted. The 
blood sugar after meals was 310 mg. (At this time the patient 
had a slight infection in his left index finger). August 25, the 
weight was 117 pounds (53 Kg.) and he was taking protamine 
insulin 42 units and regular insulin 5 units. The urines were 
now essentially negative. The blood sugar after eating was 
235 mg. September 8, the weight was 118 pounds on 4 
units of protamine insulin and 8 units of regular insulin. 
At this time the patient had a slight head cold and all urines 
had been 1 plus. September 22 the weight was 120 pounds 
(54.4 Kg.) and he was taking protamine insulin 45 units with 
no supplemental regular insulin, and he was sugar free twenty- 
four hours a day. 

The patient has been on a diet of protein 100 Gm., fat 100 
Gm., carbohydrate 175 Gm. since the institution of protamine 
insulin. He stated that he felt fine and that there had beet 
no insulin reactions, but it was difficult to get him to elevate his 


oe aoe Gy eee eee |... 2 ole 


sug 
this 
in 
lar 
(75 
take 
was 
and 
retu 
prot 
brea 
brea 
was 
18 h 
10 
trace 
free 
after 
of ir 
He \ 
on tl 
well ; 
at al! 
tory 
mode 
profe 
two v 
diet, 
drate 
insuli: 
durin; 
times 
Teturn 
(81 K 
taking 
mainta 
esting 
be exg 
there | 
patient 
Pounds 
been rr 
Case 
and co; 
13, the 
weeks 
Strong 
contro] 














H- 





VoLuME 108 
NuMBER 15 


insulin to the proper maintenance level. He has gained only 
1 pound (453 Gm.), but it must be remembered that the dia- 
betes was reasonably well controlled under regular insulin 
before protamine insulin was instituted. It is also interesting 
to note that the infection of the upper respiratory tract of 
September 8 produced no evidence of acidosis, nor did it set 
him back in his progress. 

CasE 4.—History.—T. L., a white youth aged 19, intelligent 
and cooperative, had diabetes which was first diagnosed in 1930 
at the age of 13. Between 1930 and 1932 there were four 
admissions to the Strong Memorial Hospital, during which 
time the patient had an acute glomerular nephritis and a 
phrenicotomy for bronchiectasis, which was done in June 1931 
with marked relief of symptoms of this disease. He had had 
occasional chest colds since, which always necessitated marked 
additional amounts of regular insulin and were usually accom- 
panied by mild acidosis. The patient had required insulin since 
the onset of diabetes in 1930, the dosage in 1931 being approxi- 
mately 10-0-10 during health but rising to as much as 100 
units a day in divided dosages when infection was present. 
During 1933 the insulin requirements varied from 40 to 55 units 
per day in divided doses. During 1934 and 1935 there were no 
severe respiratory infections and the average insulin require- 
ments were 35-0-20. Postprandial blood sugars between 1931 
and 1935 varied between 200 and 300 mg. His weight in 1931 
was 97 pounds (44 Kg.), in 1932 112 pounds (51 Kg.), in 1933 
130 pounds (59 Kg.), in 1934 138 pounds (62.6 Kg.) and in 
1935 150 pounds (68 Kg.). 

Protamine Insulin Record.—July 15, 1936, protamine insulin 
was instituted. On July 14 the four hour postprandial blood 
sugar after 35 units of regular insulin was 228 mg. At 
this time the patient was showing a 1 to 2 plus glycosuria 
in the before breakfast specimen and had been taking regu- 
lar insulin 35-0-20. His weight July 14 ‘was i66 pounds 
(75 Kg.). He was started on 45 units of protamine insulin 
taken one hour before breakfast with no other insulin and 
was instructed to increase the protamine insulin as required 
and to supplement with regular insulin if necessary. He 
returned to the clinic July 28, at which time he was taking 
protamine insulin 55 units and regular insulin 10 units before 
breakfast and was usually sugar free in the specimen before 
breakfast. The two and one-half-hour blood sugar after eating 
was 222 mg. and the weight was 171 pounds (78 Kg.). August 
18 he was taking protamine insulin 60 units and regular insulin 
10 units. The patient stated that he occasionally had a faint 
trace of sugar in the before breakfast specimen but was sugar 
free the rest of the time. The blood sugar taken on this date 
after eating was 37 mg. and there were definitely no symptoms 
of insulin reaction. His weight was 175 pounds (79 Kg.). 
He was advised to discontinue regular insulin and to continue 
on the same dose of protamine insulin. He continued to feel 
well; there were no insulin reactions and he was sugar free 
at all times until early in September, when a severe respira- 
tory infection developed that was characterized by fever of 
moderate degree and a very productive cough. He received no 
professional attention during this illness, which persisted for 
two weeks. He stated that he took only one half of his regular 
diet, which was protein 100 Gm., fat 80 Gm. and carbohy- 
drate 160 Gm., and took protamine insulin 40 units and regular 
insulin 10 units, both being taken before breakfast. At no time 
during the illness was there any evidence of acidosis, but at 
times there was considerable glycosuria. September 22 he 
returned to the clinic, on which date his weight was 178 pounds 
(81 Kg.) and he stated that during recent days he had been 
taking 60 units of protamine insulin before breakfast, which 
maintained him sugar free twenty-four hours a day. It is inter- 
esting to note that again in this case, in which infection would 
be expected to produce a varying degree of diabetic acidosis, 
there was no sign of such a condition being present. The 
patient in two months under protamine insulin has gained 12 
pounds (5.4 Kg.) in spite of a two weeks illness, and there has 
been marked subjective improvement under protamine insulin. 

Cast 5.—History—D. S., a white girl, aged 18, intelligent 
and cooperative, first developed diabetes in 1931 at the age of 
13, the onset being acute in character over a period of six 
weeks with loss of weight, polyuria and the like. She was in 
Strong Memorial Hospital from July 31 to Aug. 15, 1931, for 
control of the diabetes and has subsequently been followed in 
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the diabetic clinic of that hospital. In the latter part of June 1933 
there was a ten day admission to the hospital for gastro- 
enteritis, which was complicated with diabetic acidosis. The 
patient has been on insulin since the onset of her diabetes and 
the clinical records revealed a persistent high blood sugar level 
with almost constant glycosuria until 1936, when she stated that 
she was essentially sugar free on regular insulin 20-0-20 and a 
self-regulated diet of protein 70 Gm., fat 60 Gm., carbohydrate 
80 Gm. She has insisted for the past year that she could not 
eat any more than this allowance, and there has never been 
any reason to doubt the veracity of the patient. 

Protamine Insulin Record.—Protamine insulin was instituted 
July 28, 1936, the patient being put on 35 units of protamine 
insulin with no supplemental insulin, with instructions to 
increase the protamine insulin and supplement with regular 
insulin if necessary. Her weight at this time was 143 pounds 
(65 Kg.). August 4 she was taking protamine insulin 40 units 
and regular insulin 5 units and stated that she was showing 
from 2 to 3 plus glycosuria at all times. The three hour blood 
sugar after eating was 253 mg. and the weight was 143 pounds 
(64.9 Kg.). August 11 she was taking protamine insulin 45 
units and regular insulin 9 units and she stated that urines 
were 1 plus before breakfast and that there was still consid- 
erable glycosuria after breakfast and before lunch. The blood 
sugar two hours after breakfast was 247 mg. and she weighed 
144 pounds (65 Kg.). August 25 she was taking protamine 
insulin 50 units and regular insulin 20 units, and she stated 
that the urine still showed 1 plus sugar before breakfast, with 
a 3 plus glycosuria after breakfast. The blood sugar two hours 
after food was 270 mg. and she weighed 144 pounds (65 Kg.). 
September 1 she was taking protamine insulin 65 units and 
regular insulin 25 units and was sugar free twenty-four hours 
a day. The blood sugar two and one-half hours after food 
was 127 mg. and the weight was 146 pounds. The patient 
stated that she was feeling very well. September 8 she was 
taking protamine insulin 70 units and regular insulin 25 units. 
She had increased the protamine insulin because of 1 plus 
glycosuria in the before breakfast specimen for three days, 
but there was no glycosuria during the remainder of the day; 
the weight was 148 pounds (67 Kg.). September 15 she was 
still taking protamine insulin 70 units and regular insulin 25 
units and was sugar free twenty-four hours a day. The patient 
was advised at this time to reduce the dosage of regular insulin 
as much as possible. The weight was 152 pounds (69 Kg.). 
September 26 the patient was taking protamine insulin 80 units 
and no supplemental regular insulin. She stated that she had 
had three mild insulin reactions occurring in the late afternoon 
during the past week while taking a supplemental dose of 10 
units of regular insulin along with 70 units of protamine 
insulin. She is now free from glycosuria on protamine insulin 
80 units without any supplemental dose of regular insulin and 
is feeling perfectly well. Her weight, September 26, was 
150 pounds (68 Kg.). 

The patient presented a rather complicated problem in that 
her condition was apparently controlled before the institution 
of protamine insulin on regular insulin 20-0-20, but at the 
present time she requires. twice the unit dosage in protamine 
insulin. She states, however, that she feels much better under 
this new routine than she did prior to the institution of prot- 
amine insulin. She has gained 7 pounds (3,175 Gm.) on a 
very low calory intake (which gain in weight has annoyed her 
somewhat as she has the antipathy characteristic of her sex in 
regard to gaining weight), but she volunteers the remark that 
she “feels much better in all ways than she did in the past.” 

Case 6.—History.—J. J., aged 13, a very intelligent white 
girl, first developed signs and symptoms of diabetes mellitus 
two years before at the age of 11, the onset being sudden in 
character. She had had two admissions to the hospital, the 
first one being in January 1935, at which time her fasting blood 
sugar varied between 374 and 184 mg. While in the hospital 
insulin had been 35-15-30, which was reduced on discharge from 
the hospital to 35-0-30. She was subsequently followed in the 
diabetic clinic of the Rochester General Hospital during 1935, 
her insulin requirements averaging 30-0-30. It was noted that 
her blood sugar after food usually exceeded 250 mg. In 
September 1935 she was again admitted to the hospital in 
moderately severe diabetic acidosis, which complicated an acute 
infection of the upper respiratory tract. Following eighteen 





days in the hospital she was discharged on insulin 30-10-15, 
Her last and final fasting blood sugar during this admission 
was 204 mg. She was subsequently seen at various intervals 
in the diabetic clinic; her weight in January 1936 was 85 pounds 
(38.6 Kg.). The diabetes seemed to be clinically controlled, 
but it is to be noted that blood sugar taken two hours after 
food January 30 and May 28 were 534 mg. and 440 mg. respec- 
tively. Her insulin dosage during the period from January to 
\ugust 1936 when protamine insulin was instituted averaged 
25-0-25; also during this interval considerable glycosuria had 
usually been present at various times during the day, but no 
infectious complications had arisen. 

Protamine Insulin Record—August 6, protamine insulin was 
instituted. Her weight on this date was 90 pounds (41 Kg.) 
and a blood sugar specimen two and one-half hours after food 
(following the injection of 25 units of regular insulin twenty 
minutes before breakfast) was 204 mg. The urine taken 
at the same time as the blood sugar showed a trace of sugar. 
She was put on protamine insulin 40 units one hour before 
breakfast and regular insulin 10 units twenty minutes before 
breakfast. The patient was sent home with instructions to 
return to the clinic in one week and to increase the protamine 
by units of 5 as necessary to produce a negative fasting urine 
in the morning; the regular insulin to be increased by units of 
2 to control after-breakfast and before-lunch glycosuria. 
August 13 the weight was 91 pounds (41 Kg.) and glycosuria 
was 1 plus on most specimens, including fasting. The patient 
was taking 50 units of protamine insulin and 12 units of regular 
insulin before breakfast and hesitated to raise the insulin intake . 
further, the blood sugar two hours after food being 250 mg.’ 
She was instructed to continue increasing protamine insulin and 
regular insulin as required. August 20 the weight was 92% 
pounds (42 Kg.). She had been taking protamine insulin 55 
units and regular insulin 16 units and was now sugar free in 
the fasting morning specimen but usually showed a 3 plus 
after-breakfast glycosuria. Blood sugar after meals was 
114 mg. August 27 the weight was 94 pounds and she was 
taking protamine insulin 60 units and regular insulin 14 units. 
She was sugar free twenty-four hours most of the time, and 
blood sugar two and one-half hours after meals was 296 mg. 
The patient definitely had no glycosuria when this blood sugar 
was taken. September 3 she weighed 95% pounds (43 Kg.) 
on 60 units of protamine insulin and 16 units of regular insulin. 
Fasting urines were always negative, occasionally 1 plus urine 
after breakfast. Blood sugar two hours after meals was 
244 mg. The patient continued on the routine protamine insulin 
60 units and regular insulin 16 units until September 11, at 
which time a subacute infection of the upper respiratory tract 
developed with a temperature of about 100 F. Urines became 
from 2 to 4 plus for sugar throughout the day. The patient was 
put to bed at home and protamine insulin dosage was maintained 
at 60 units, while regular insulin before breakfast was raised to 
20 units and 20 units of regular insulin was given before supper. 
Fever continued until September 15, but glycosuria persisted, 
so supplemental doses of regular insulin were continued. 
September 17 she felt “peculiar” on arising; she took protamine 
insulin one hour before breakfast but no regular insulin, and 
when she was about to eat breakfast she suddenly became 
“unconscious,” slumping to the floor, but the parent was able 
to get the patient to swallow some orange juice. In about ten 
minutes she became conscious and was very emotionally upset 
but took her breakfast. This was felt to be an insulin reaction, 
although glycosuria of 3 plus had been present on the same 
morning. The glycosuria at this time may be explained by 
the fact that the patient had not voided since 9 p. m. the 
previous evening, at which time the urine had been 3 plus. 
There was no evidence of acidosis at any time during the period 
of the infection of the upper respiratory tract. September 
19 the insulin requirements had returned to protamine insulin 60 
units and regular insulin 16 units. Her weight September 19 
was 97 pounds (44 Kg.). September 26 there was still moder- 
ate glycosuria and a slight nasal discharge, but her weight was 
101 pounds (46 Kg.). 

It is interesting to note that one year previously this patient 
had an almost identical infection of the upper respiratory tract 
and had promptly gone into diabetic acidosis as a result, while 
this time there was no evidence of acidosis but a rather severe 
insulin reaction during convalescence. She has been on a diet 
of protein 80 Gm., fat 90 Gm., carbohydrate 170 Gm. and has 
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gained 11 pounds (5 Kg.) since the institution of protamine 
insulin. She has evidenced marked subjective improvement 
and states that she “never felt better in her life.” 

Case 7.—History.—M. K., a white girl, aged 17 years, had a 
sudden onset of diabetes mellitus in 1933 (at the age of 14), 
Her past history included a guillotine amputation of the left 
arm for a Bacillus welchii infection which followed a compound 
fracture of the left radius and ulna at the age of 11. In 1935 
reamputation of the stump was necessary. This admission, 
however, had nothing to do with the diabetes. During 1933 the 
diabetes was fairly well controlled on very small doses of 
regular insulin, the average dose being 5 units before breakfast. 
By 1935 her insulin requirements had risen to 30-0-30, her diet 
during the past two years averaging protein 80 Gm., fat 90 Gm., 
carbohydrate 170 Gm. Her postprandial blood sugars during 
1935-1936, taken at odd times in the diabetic clinic, all exceeded 
300 mg., and her weight in February 1935 was 110 pounds 
(50 Kg.) and in January 1936 was 103 pounds (46.7 Kg.), and 
she had continued during the current year to fail to gain weight. 
Her weight on admission to the Rochester General Hospital, 
July 16, was 97 pounds (44 Kg.). 

Protamine Insulin Record.—The patient was admitted to the 
hospital July 16, at which time she had been (for three months) 
on protein 60 Gm., fat 110 Gm., carbohydrate 140 Gm., insulin 
dosage having been 30-0-30. The fasting blood sugar under 
regular insulin was 320 mg. The same diet was continued and 
protamine insulin 55 units was given one hour before break fast, 
blood sugars being taken at 8 a. m. (fasting) and 8 p. m. daily. 
While in the hospital under protamine insulin the fasting blood 
sugars fell in forty-eight hours to normal values; namely, 85, 
80 and 85 mg. The 8 p. m. blood sugars varied between 190 and 
205 mg. During her hospital stay there was a tendency toward 
after-breakfast and before-lunch glycosuria but the remainder 
of the day the patient was sugar free under protamine insulin; 
no insulin reactions occurred and she was discharged from the 
hospital July 23 under a continued dosage of 55 units of prot- 
amine insulin with instructions to take 5 units of regular 
insulin twenty minutes before breakfast in an attempt to con- 
trol the after-breakfast glycosuria. 

Subsequent History.—July 30 the patient weighed 100 pounds 
(45.4 Kg.), now taking protamine insulin 50 units, regular 
insulin 5 units; urines were negative fasting and 3 plus after 
breakfast. The blood sugar after food was 266 mg. August 6 
the weight was 102% (46.5 Kg.) on protamine insulin 55 units, 
regular insulin 5 units, and she continued to be sugar free in 
fasting urines but showed 1-2 plus glycosuria after breakfast. 
The blood sugar after food was 392 mg. and the patient was 
instructed to increase regular insulin. August 13 the weight 
was 107 pounds (48.5 Kg.) ; she states that she is continuing 
on protamine insulin 55 units and regular insulin 5 units 
because she is sugar free twenty-four hours a day. The blood 
sugar two hours after food was 364 mg. August 20 the weight 
was 107% pounds (49 Kg.) and she was taking protamine 
insulin 55 units and regular insulin 7 units; she stated she was 
sugar free twenty-four hours a day. On this visit the patient 
volunteered the remark that she felt “the best she had ever 
felt.” September 3 she weighed 110 pounds (50 Kg.) and 
was taking protamine insulin 55 units and regular insulin 5 
units; she stated that she continued to be sugar free twenty- 
four hours a day, yet the blood sugar that morning after food 
was 488 mg. The patient was advised to increase protamine 
insulin to 60 units and discontinue regular insulin. September 
12 on the aforementioned dosage the weight was 111 pounds 
(50 Kg.) and the patient stated that she was sugar free twenty- 
four hours a day and was feeling perfectly well. 


In this case it is rather difficult to evaluate the rela- 
tively high blood sugars with the steady freedom from 
glycosuria. I hope in the near future to determine 
accurately just where the renal threshold value is in this 
case. There has never been any reason to doubt the 
veracity of the patient, who is very intelligent am 
highly cooperative and is well versed in her conditiof. 
In this case, excluding the blood sugar readings, there 
has been marked clinical improvement as evidenced by 
the gain of 14 pounds (6.4 Kg.) since the institution 
of protamine insulin and a marked subjective improve 
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ment as evidenced by the patient’s various remarks. It 
would seem from the observation‘in this case that the 
only period of high blood sugar value must be between 
breakfast and lunch. 


Case 8.—History.—M. B., a very intelligent and cooperative 
white youth, aged 16, had an acute onset of diabetes mellitus 
in 1932 at the age of 12 years, the condition appearing shortly 
after convalescence from acute scarlet fever. During the period 
from 1932 to 1936 there had been two admissions to the Strong 
Memorial Hospital for severe diabetic acidosis, the last admis- 
sion being in February 1936, at which time the carbon dioxide 
combining power was 17 volumes per cent. For the past six 
months this patient had been on a diet of protein 100 Gm., 
fat 100 Gm., carbohydrate 175 Gm., and during that period he 
had been taking insulin 27-25-35 and the diabetes was perfectly 
controlled except for a fasting urine glycosuria the control of 
which had not been attempted with an insulin injection at 
la.m. The patient was admitted to the hospital on August 27. 

Protamine Insulin Record.—The patient was kept on the diet 
previously mentioned and 80 units of protamine insulin was 
given one hour before breakfast and 20 units of regular insulin 
twenty minutes before breakfast. The fasting blood sugar 
before the institution of protamine insulin was 542 mg. and 
blood cholesterol was of normal value. During the first day 
under protamine insulin the urines were 4 plus for sugar on all 
specimens until before supper, when the Benedict reaction 
dropped to a trace and after supper the urine was negative. 
The 8 p. m. blood sugar was 165 mg. August 26, under the 
same insulin dosage as the previous day, fasting blood sugar 
was 80) mg. and the 8 p. m. blood sugar was 178 mg. On this 
day the patient was sugar free twenty-four hours. August 27, 
80 units of protamine insulin and 10 units of regular insulin 
were given, the fasting blood sugar this day being 82 mg. and 
the 8 p. m. blood sugar 185 mg. and the patient showed a 2 plus 
Benedict reaction before supper and a 1 plus after supper, a 
trace of urine sugar having been present before lunch. August 
28 the fasting blood sugar was 58 mg. and the patient was given 
protamine insulin 80 units and regular insulin 15 units. He was 
entirely sugar free during the day and was discharged from the 
hospital that evening. August 29, 80 units of protamine insulin 
was given and 10 units of regular insulin, and a trace of sugar 
was present in the fasting and after-breakfast specimens, no 
sugar being present for the remainder of the day. August 30 
the supplemental dose of regular insulin was discontinued and 
on this day the patient was perfectly sugar free. 

He has been carried on 80 units of protamine insulin since 
that time and is apparently perfectly controlled and had shown 
no evidence of glycosuria to September 26. His weight had 
increased from 110 pounds (50 Kg.) on March 21, to 124 
pounds (56 Kg.) on Aug. 21, 1936. Since the institution of 
protamine insulin he has continued to gain and now weighs 
126 pounds (57.2 Kg.). The patient has experienced no insulin 
reactions and no untoward local reaction from the admission of 
protamine insulin at a single site of injection. He feels perfectly 
well and is most pleased with the elimination of multiple insulin 
injections. 

Case 9.—History.—M. C., a white girl, aged 20 years, in 
whom diabetes first developed in 1926 at the age of 10 years, 
has presented one of the most persistently difficult control 
problems encountered both in the hospital and in the diabetic 
clinic of Strong Memorial Hospital. She had had eight 
Previous hospital admissions during this ten year period in 
which diabetes played the major réle. In 1934, because of a 
questionable chronic frontal sinusitis, a partial turbinectomy, 
bilateral, was done, and in December 1935 a turbinectomy, 
middle right, and an ethmoidectomy, anterior right, were done 
because of chronic right ethmoiditis. In spite of this extensive 
nasal surgery and the apparent clearing up of chronic foci of. 
infection in the upper respiratory tract, the patient continued 
to show marked glycosuria at all times in spite of large doses 
of insulin given four times a day (before each meal and at 
la.m.). She had never been too cooperative a patient, partly 
because of a feeling of despair with her persistent glycosuria 
mM spite of large doses of insulin and strict dietary cooperation 
during varying periods of her diabetic history. She frequently 
exhibited signs of mild acidosis and never felt or considered 
herself to be really well. Her blood sugars after food taken 
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at fairly regular intervals since 1934 varied between 200 and 
500 mg., the general average being well over 300 mg., and there 
was a constant 2 to 4 plus glycosuria. At each visit to the 
clinic positive diacetic and acetone urine reactions were the rule 
rather than the exception, and such changes were constant 
during all mild infections of the upper respiratory tract, to 
which the patient is most susceptible. Various dietary routines 
had been tried without success in the control of this patient. 
She was admitted to Strong Memorial Hospital August 27 for 
protamine insulin control. Her diet had been protein 70 Gm., 
fat 90 Gm., carbohydrate 100 Gm., because of persistent 
anorexia. Her weight since May 1936 had varied between 122 
and 125 pounds (55.3 and 56.7 Kg.). She had been taking 
regular insulin 36-32-30-34 (the 34 units being given at 1 a. m.), 
and the urine specimen taken late the evening of admission to 
the hospital showed a 4 plus sugar and a 3 plus acetone reac- 
tion. The weight on admission was 121 pounds (55 Kg.) and 
physical examination was essentially negative except for an 
attitude of combined hope and despair that the new insulin 
would be of help in her case. 

Protamine Insulin Record.—August 28 protamine insulin 150 
units and regular insulin 50 units were given before breakfast, 
with a diet of protein 70 Gm., fat 80 Gm., carbohydrate 175 Gm. 
The twenty-four hour urine specimen showed 16.2 Gm. of 
dextrose, but glycosuria which was present until before supper 
disappeared after the evening meal. The blood sugars on this 
day were: 8 a. m., 62 mg.; 8 p. m., 66 mg. (the 62 mg. fasting 
blood sugar on this day had been preceded by 30 units of 
regular insulin administered at 1 a. m.). August 29 the weight 
was 123 pounds (56 Kg.); protamine insulin 150 units and no 
regular insulin was given on this date; the twenty-four urine 
specimen was negative for sugar and the 8 a. m. blood sugar 
was 57 mg. and the 8 p. m. blood sugar was 58 mg. August 
30, protamine insulin was continued at 150 units with no supple- 
mental regular insulin. The twenty-four hour urine specimen 
showed a trace of sugar and the fasting blood sugar was 
46 mg. and the 8 p. m. blood sugar 63 mg. August 31, prot- 
amine insulin was maintained at 150 units and the patient con- 
tinued to be sugar free. The fasting blood sugar on this date 
was 42 mg. and the weight 126 pounds (57.2 Kg.). She was 
discharged from the hospital on this date with instructions to 
continue on the same diet and to reduce protamine insulin by 
units of 10 to the lowest possible level. During her stay in 
the hospital a ravenous appetite developed, but increased appetite 
was the only symptom of hypoglycemia observed or complained 
of. It is interesting to note that this patient really desired and 
wanted her meals for the first time in years, and the subjective 
improvement was amazing. Whereas in the past an “I don’t 
care” attitude had long prevailed, an encouraging “I am now 
like a normal human being” feeling became apparent. The brief 
subsequent history in this case is also most interesting. 
September 10 the patient was taking protamine insulin 120 
units and was sugar free twenty-four hours a day and weighed 
135 pounds (61 Kg.); she was still enjoying her food and 
feeling “the best she had ever felt.” September 15 an infection 
of the upper respiratory tract developed and she began to show 
from 2 to 4 plus glycosuria at all times during the day. She 
increased protamine insulin to 140 units and maintained it at 
that level. In spite of severe glycosuria in the presence of an 
acute infection of the upper respiratory tract, she has shown no 
urinary evidence of acidosis, nor has she taken any supplemental 
regular insulin during this period. September 26 she was show- 
ing a 2 plus glycosuria at all times during the day and there 
was evidence of a moderate residual infection in the right 
antrum and in the right frontal sinus. Whereas in the past an 
infection of this type invariably produced signs and symptoms 
of varying degrees of acidosis, there has been no evidence 
whatever of such a condition being existent during the present 
illness. It would seem that protamine insulin definitely tends 
to prevent acidosis in the presence of infection in the patient 
with severe juvenile diabetes, as this fact has been observed in 
other cases herein mentioned. The patient’s weight, September 
26, was 134 pounds, and she stated that she “felt fine.” 


In this case there was a total gain in weight of 
13 pounds (6 Kg.) in spite of a rather persistent infec- 
tion of the upper respiratory tract. On a 20 per cent 
caloric increase in her diet there was a diminution in 





insulin requirements (under normal conditions) with 
the prospect of further insulin dosage reduction in the 
future. 

Case 10.—History.—F. R., a white youth, aged 16, presents 
the most clinically severe juvenile diabetic record under obser- 
vation in the Rochester General Hospital. His diabetic history, 
in brief, is that diabetes was first diagnosed ten years before 
at the age of 6 years, the onset of the disease being sudden and 
acute. Since 1926 the patient had had ten admissions to the 
Rochester General Hospital, one of these admissions being for 
tonsillectomy in 1934 (tonsillectomy and adenoidectomy being 
done because of frequent infections of the upper respiratory 
tract). Early in 1935 there were two admissions for catarrhal 
jaundice, at which time the complications of this disease plus 
the acute diabetes made the prognosis very grave, but rather 
unexpected recovery occurred. The patient has been under 
insulin since 1927 in dosages varying from 40 units daily in 
divided doses to in excess of 100 units daily in divided doses. 
At no time up to the present had it been felt that his diabetes 
was adequately controlled. Since 1933 the general average of 
all blood sugars after food varied between 300 and 500 mg., 
and the patient had never been known to be sugar free in recent 
years in spite of massive doses of regular insulin. His weight 
in January 1936 was 95 pounds (43 Kg.). The patient was 
admitted to the wards of the Rochester General Hospital 
July 16, 1936, and remained there until July 26. He had been 
and was continued on a diet of protein 80 Gm., fat 90 Gm., 
carbohydrate 170 Gm. Regular insulin at the time of hos- 
pitalization had been 45-20-45. During the first day in the 
hospital under his usual routine of regular insulin the fasting 
blood sugar was 275 mg. and the 8 p. m. blood sugar 450 mg. 
with no urinary evidence of acidosis. The carbon dioxide com- 
bining power and cholesterol were of normal values on the first 
day at the hospital. Heavy glycosuria was present during all 
of the first day. 

Protamine Insulin Record—On the second day in the hos- 
pital, protamine insulin 75 units and regular insulin 20. units, 
both given before breakfast, were instituted. The blood sugar 
values remained high on that day, being taken twice a day, 
fasting and at 8 p.m. Protamine insulin was gradually raised 
to 120 units and regular insulin 25 units before the urine 
became sugar free for twenty-four hours a day. With this 
dosage, fasting blood sugars varied between 85 and 65 mg,, 
the 8 p. m. blood sugar being 278 mg. On the morning the 
blood sugar was 65 mg. the patient had a mild insulin reaction, 
which was promptly relieved by orange juice; and on another 
morning, with a blood sugar of 85 mg., there were slight 
symptoms of hypoglycemia. Since his discharge from the hos- 
pital, July 26, the patient has been followed at weekly intervals 
in the diabetic clinic. August 6, under protamine insulin 120 
units and regular insulin 30 units, the blood sugar three hours 
after food was 534 mg., the fasting urine being negative, while 
the urine three hours after food was 3 plus with. negative 
acetone and diacetic acid reactions. During the weeks of 
August 13 and 20 there were occasional days with heavy 
glycosuria, the blood sugar after food on August 13 being 
334 mg. August 20, the blood sugar after food was 80 mg. 
August 27 on the same dosage of protamine insulin and regular 
insulin the blood sugar two hours after food was 190 mg. The 
patient stated at this time that he on occasion “spills” sugar 
after breakfast. September 3 the patient was taking protamine 
insulin 120 units, regular insulin 35 units and was sugar free 
twenty-four haurs a day. September 10 insulin was as of 
September 3 and he was sugar free twenty-four hours a day, 
blood sugar after food being 44 mg. (the patient stated that he 
had no symptoms of reaction that morning, although on 
September 6 and 7 he had experienced slight reactions two 
hours after breakfast). Regular insulin was reduced to 25 
units, protamine insulin being maintained at 120 units. Septem- 
ber 17 on protamine insulin 120 units and regular insulin 
25 units the patient was sugar free twenty-four hours a day. 
The blood sugar after breakfast thts morning was 84 mg. He 
was now reducing his dosage of regular insulin in an attempt 
to eliminate it entirely. 

The patient, who is reasonably intelligent and very coopera- 
tive, stated that he felt “the best he had ever felt.” His weight, 
which was 97 pounds (44 Kg.) at the start of protamine insulin 
control, was on September 17 104 pounds (47 Kg.). He is in 
no way inconvenienced by taking 3 cc. of protamine insulin at 
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one injection, at one site of injection, nor has he ever observed 
any subcutaneous reaction to this relatively large injection. At 
the present time he may be considered a perfectly controlled 
diabetic patient, but it is not felt that the supplemental dosage 
of regular insulin given twenty minutes before breakfast can be 
avoided permanently in this case, although at present the prot- 
amine insulin dose has been raised to 140 units and the supple- 
mental regular insulin has been abolished, and the patient states 
that he is sugar free throughout the day; but blood sugar 
determination and hospital urinalysis remains to be done to 
determine whether or not regular insulin is essential. He is 
continuing on a diet of protein 80 Gm., fat 90 Gm., carbohydrate 
170 Gm., and states that his appetite is much better than it was 
under his old regimen. 

The patient also had a course of a commercial preparation 
of the pituitary growth hormone early in 1936, the dosage being 
2.5 cc. subcutaneously each week for three months. His height 
in January 1936 was 61 inches (155 cm.) and in May it was 
62 inches (157.5 cm.). The present height is 63% inches 


(161 cm.). 
COMMENT 


Although case 8 is of the type that one likes to report 
from the standpoint of most successful results, it is 
significant that all these patients are doing well clinically 
whether high blood sugars are present or not; such was 
certainly not the case in some cases prior to the institu- 
tion of protamine insulin. The obvious convenience of 
administration of all insulin before breakfast in juvenile 
diabetes needs no comment. It is felt that many of 
these patients required much more regular insulin than 
they had been taking under the old regimen to afford 
adequate control of their diabetes. The subjective and 
objective improvement in all cases has been most 
striking, and all cases have evidenced objective gains 
as determined by gain in weight and the like. All these 
cases have taken their total required protamine insulin 
at one site of injection without signs of local sub- 
cutaneous reaction. We intend to investigate further 
the question of whether or not there is any elevation 
of the renal threshold in some of these cases that have 
presented relatively high blood sugar levels without 
“evidence” of glycosuria. My associates and I con- 
sidered cases 9 and 10 to be true examples of “insulin 
wasters,’ and the efficiency of protamine insulin has been 
most obvious in these two cases. We also feel that there 
is definite evidence that protamine insulin apparently 
prevents diabetic acidosis in juvenile diabetic patients 
suffering from respiratory infections. 


SUMMARY 

1. Ten cases of diabetes in juveniles are being satis- 
factorily controlled with protamine insulin, all insulin 
being given before breakfast. 

2. Marked subjective improvement has been the rule 
in all cases. 

3. Hypoglycemic reactions with protamine insulin, 
while comparatively rare, may be insidious in onset and 
very severe. 

4. No local subcutaneous reactions have been observed 
from massive doses of protamine insulin injected at 4 
single site. 

5. Protamine insulin seems to prevent diabetic aci- 
dosis in infections, although profuse glycosuria may be 


present. 


6. There is some evidence that protamine insulin 
may tend to raise the renal threshold in certain cases. 
7. Protamine insulin is highly efficacious when u 

in cases of “insulin wasters.” 


ADDENDUM 


The foregoing article, written of October 1936, 8 
now subject to the following brief addition. There 
have been no reasons to change the basic conclusioms 
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mentioned. Patients 1, 5, 7, 8 and 10 have progressed 
normally, the tendency being toward diminished prot- 
amine insulin requirements (patient 10 now requires 
but 100 units daily of protamine insulin and no regular 
insulin). Patient 6 underwent an appendectomy for 
acute appendicitis in November without need of regular 
insulin or increase in her regular maintenance dose of 
protamine insulin and made an uneventful recovery and 
her insulin requirements have subsequently diminished. 
Patient 2 developed an acute hysteria in February from 
which she promptly recovered in the hospital ; while she 
was in the hospital, protamine insulin was discontinued 
in favor of regular insulin but adequate control of her 
diabetes had been previously obtained. Patient 3 fell 
off his bicycle in November, suffering a contusion over 
one eye, and since this accident his protamine insulin 
requirements have approximately doubled but he con- 
tinues to progress satisfactorily. Patient 4 in February 
developed an acute dementia praecox for which asylum 
commitment was required. His diabetes, however, has 
been adequately controlled with protamine insulin. 

The question has been raised that protamine insulin 
might be a precipitating factor in the psychoses of 
patients 2 and 4, but we do not feel at this time that 
there is any adequate evidence to support such a 
contention. 

1006 Monroe Avenue. 





Clinical Notes, Suggestions and 
New Instruments 


A CONSERVATIVE OPERATION FOR THE CURE OF 
SO-CALLED INGROWN TOENAIL 


Rosert W. Bartrett, M.D., St. Louis 


Recent reports in the literature of large series of cases of 
ingrown toenail make it apparent that the methods of treatment 
in common usage yield far too high a rate of recurrence and 
too long a period of incapacity to the victims of this frequent 
malady. The thoughtful recent analysis of Keyes! is fairly 
representative of current practice, for in a series of 110 cases 
treated in several St. Louis institutions the recurrence rate was 
13.6 per cent and the average period of healing after standard 
operative procedures was nineteen days. Also, the period of 
time until pain was relieved, varying with the method of opera- 
tion, averaged between two and one-half and seven days. 

Operations for the cure of ingrown toenail fall into two main 
Classes: (a) those in which the attack is aimed principally 
against a strip of nail and the matrix underlying the nail base 
and (/)) those in which the nail wall is made the site of plastic 
procedures. Of the former the most common procedure 
involves the excision of a wedge of tissue down to the 
periosteum of the terminal phalanx to include a strip of nail 
about one-fourth inch wide, the underlying nail bed and matrix 
and the adjacent nail wall and ulcer. The Winograd 2 operation 
is based on the same principle of removing the nail bearing 
matrix but is less radical as concerns the soft tissues. Complete 
removal of the nail without the matrix is to be condemned 
because the patient is almost certain to have a recurrence when 
the new nail comes in and complete removal of the nail plus 
matrix is far too radical, giving too long a period of disability 
and healing. A clear review of the anatomy about the toenail 
maf be obtained in Maximow’s* recent textbook. 


ed 
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Soft tissue operations as described by Emmert,* Kenerson 5 
and Winslow ® consist essentially of removing all the soft parts 
from the side of the toe in one slice, thus leaving a large raw 
surface which takes a month or more to heal over. Likewise 
the procedure set forth by Ney™ of cutting two pedicle grafts 
on the side of the toe and then removing a slice of soft tissue 
beneath them is quite radical and requires from two to seven 
weeks for complete healing. 

At this point I would suggest that the terms “ingrowing toe- 
nail” and “ingrown toenail” are misnomers. This is essentially 
a disease of civilization and is said to-be unknown among the 
primitive races who do not wear shoes. The etiology in the 
vast majority of cases seems clearly to be shoes that are too 
narrow and often too short; these cause the nail wall to be 
pressed against the sharp nail edge, resulting in a break in the 
skin with subsequent infection of the soft tissues, ulcer forma- 
tion, and the heaping up of granulation tissue. I do not sub- 
scribe to the belief that the nail actually changes the course of 
its growth down into the soft tissues. 

The high rate of recurrence and long period of disability 
associated with the standard operations for ingrown toenail are 
the reasons for the reporting of the following original operative 
procedure as practiced by Dr. Bartlett Sr. and his associates 
for many years. The method was commented on by Keyes ! 
several years ago. Its basic principle is different from any 
other known to us in that a wedge of soft tissue is removed 
from the side of the toe through an uninfected field, with the 
result that when the skin edges are brought together the nail 
wall is pulled away from the edge of the nail and held away 
permanently by the subsequent scar tissue formed. In addition, 
healing is invariably by first intention in our experience., Need- 
less to say, the patient must be instructed as to properly fitting 
shoes so that future trouble may be avoided. 

When the patient is first seen, the soft tissues are usually 
acutely inflamed and the toe quite tender. He is then sent 
home with instruction to soak the foot in hot water several 
times a day and to rest it as much as possible. When he returns 
in from four to seven days the infection will be found to have 
subsided markedly and he may then be operated on without 
hospitalization. 

TECHNIC 

The entire toe is prepared with iodine and alcohol or any 
other suitable solution and draped, after which the digital nerves 
are blocked with 2 per cent solution of procaine hydrochloride 
with 2 minims (0.12 cc.) of epinephrine per ounce added. The 
site of injection selected is just distal to the metatarsal 
phalangeal joint. From five to ten minutes is required for anal- 
gesia to be complete, after which a sterile rubber band tourni- 
quet is supplied at the base of the toe so as to insure a dry 
operative field. The site of the so-called ingrown toenail is 
then covered with an alcohol sponge, and a wedge of uninfected 
tissue is excised from the side of the toe extending from a 
short distance proximal to the level of the base of the toenail 
to a point midway between the tip of the toe and the corner 
of the nail. The wedge extends inward to the depth of the 
bone, and externally its widest point is at the level of the 
ingrown nail. At this point the width of the skin excised 
should be about one-fourth inch. The skin edges are then 
approximated with five or six interrupted silk stitches and it 
becomes apparent how well the nail wall has been pulled away 
from the nail edge. At this point I generally trim off the 
corner of the nail and then apply a dry dressing, after which the 
tourniquet is removed. The patient returns home with instruc- 
tions to rest and elevate his foot for one day, after which he 
may go about with a slipper or cut out shoe in a fairly normal 
manner. The dressing is changed on the third day and the 
stitches are removed at the end of a week. In all our cases 
there has been primary healing and the patients have experi- 
enced little pain or disability after forty-eight hours. 


TYPICAL CASE REPORTS 


Case 1.—Miss L. W., aged 20, of Maplewood, Mo., had a 
typical ingrown toenail of the lateral aspect on the left big toe. 





tag the Department of Surgery, Washington University School of 
€dicine, 

1. Keyes, E. L.: The Surgical Treatment of Ingrown Toenails, 
J. A. M, A. 102: 1458-1460 (May 5) 1934. 

2. Winograd, A. M.: Modification in Technic of Operation for 
Ingrown Toenail, J. A. M. A. 92: 229-230 (Jan. 19) 1929. 

3. Maximow, A. A.: A Textbook of Histology, Philadelphia, W. B. 
Saunders Company, 1930, pp. 422-425. 


4. Emmert, cited by Dowd, C. N.: Twenty-Nine Cases by Anger’s 
Method, M. Rec. 43: 472, 1893. 

5. Kenerson, V.: Operations for Ingrowing Toenail and Hallux 
Valgus, New York M. J. 82: 682-696, 1905. 

6. Winslow, N.: Ingrowing Toenail, Hosp. Bull. Univ. Maryland 
10: 99, 1914. 

7. Ney, G. C.: An Operation for Ingrowing Toenails, J. A. M. A. 
80: 374 (Feb. 10) 1923. 





1258 HEREDITARY PRANCE-GAIT—PARNALL 


June 8, 1936, she was instructed to have one week of hot soaks 
preoperatively. 

June 15, under digital nerve block anesthesia, a wedge of 
tissue was excised from the lateral side of the left big toe down 
to the phalanx. The skin was closed with interrupted silk 
stitches. A dry dressing was applied. 

June 17 there was no evidence of infection of the incision. 
A dry dressing was applied. 

June 22 the stitches were removed. For the past few days 
the patient had been partially confined to bed with recurrence 
of hemorrhage from esophageal varices but was off the foot 
the first day only because of discomfort. 

October 21 she reported that she had had no further trouble 
from the foot. She started wearing regular shoes on the 
seventh day after the operation. Examination showed that the 
soft tissues had held away from the lateral border of the nail 
and that the nail was growing. out normally. 

Cast 2.—Mrs. M. T., aged 54 of East St. Louis, IIl., seen 
Oct. 21, 1935, had had trouble with ingrown toenails for many 
vears. These were most marked on the lateral aspect of each 
big toe, more so on the left than‘on the right. 





B 


A shows a wedge of tissue excised from the side of the toe through an 
uninfected field. The incisions extend from just proximal to the level 
of the base of the nail to a point midway between the tip cf the toe 
and the corner of the nail. Externally the widest point of the wedge is 
opposite the site of the “ingrown toenail.’”’ A’ shows the apex of the 
wedge extending to the bone. 

B and B’ show the nail wall pulled away from the side and corner of 
the nail; also the corner of the nail trimmed off. 


October 28, under digital nerve block anesthesia, a wedge of 
soft tissue was excised from the lateral aspect of the left big 
toe down to the phalanx. The skin edges were then approxi- 
mated with four interrupted silk stitches, thus pulling the soft 
tissues adjacent to the ingrown toenail away from it. A dry 
dressing was applied. 

October 31 the wound was clean. A dry dressing was applied. 

November 4 the incision was clean. The stitches were removed. 
The patient was off the foot only one day postoperatively and 
then walked without discomfort. 

December 9 she reported that she had continued without 
discomfort. 

Oct. 22, 1936, she reported that she had had no further trou- 
ble. Examination showed the soft tissues nicely pulled away 
from the corner of the nail. 


SUMMARY 


1, The original operation for the cure of so-called ingrown 
toenail here presented is a clean procedure, allowing primary 
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union, and is curative without being radical. The period of 
postoperative disability and discomfort is far less than with 
any other method with which I am familiar. 

2. I have not seen a single recurrence following this pro- 
cedure. 

3. It is essential that the etiology of this lesion be explained 
to the patient so that ill fitting shoes may not be worn in the 
future. 

4. The terms “ingrown toenail” and “ingrowing toenail” are 
misnomers. 

929 University Club Building. 





HEREDITARY PRANCE-GAIT 
EDWARD ParNALL, M.D., Rocuester, N. Y. 


In the city of Rochester, N. Y., within the parish of Our 
Lady of Mount Carmel, there lives a family of seven indi- 
viduals whose affliction has caused them to be called “i cavalli” 
by the neighbors. The reason for the nickname, which was not 
given in any unkindly spirit, is a peculiar prancing, high- 
stepping gait, which characterizes all but two of the seven, in 
varying degree. 

The condition came to my attention through the oldest son, 
Lorenzo, who came to the orthopedic clinic of the Rochester 
General Hospital complaining of pain in his right hip, and of 
nothing else. Physical examination brought to light a paralysis 
of both anterior tibial muscles, which caused an obvious foot- 
drop gait. It seemed to the examiner that the patient, in order 
to balance himself better in walking, held his hips. slightly 
flexed and his spinal column in considerable lordosis. Exam- 
ination of the painful hip proved negative, nor was any lesion 
demonstrated by x-ray examination. There was no history of 
any previous infection with poliomyelitis, and the boy remarked 
that his father walked with a limp. He was then lost sight of. 

At a later date, when I had business in the neighborhood 
of the family, I learned of its nickname and had an opportunity 
to observe all its other members. 

The father, Angelo, was born in Italy and states that neither 
his father, mother, uncles nor brothers were affected. He is not 
sure of his grandfather. He himself is a laborer, able bodied 
and active. He walks with a moderate prancing gait, showing 
on examination a total paralysis of both anterior tibial muscles, 
with no other muscle involved. 

The mother, born in Italy, is unaffected. 

The oldest child, a woman in her twenties, is unaffected. 

The second child, Lorenzo, walks with a very gross prancing 
gait, lifting his feet high off the ground in order not to drag 
his toes, with moderate flexion of the hips and considerable 
lordosis of the lumbar spine, as described. Tibial paralysis was 
as described. 

The third child, an adolescent girl, has the paralysis 
described, without the postural deformity of her older brother. 

The fourth child, a boy of 13, has the paralysis described, 
slight lumbar lordosis, and is troubled by frequent falling. 

The fifth child, a boy of 10 or 12, has the paralysis described, 
no lordosis, moderate prance-gait, but no complaints. 

The cooperation of the father was very hard to secure, my 
efforts to obtain his consent to a more thorough investigation 
meeting with flat refusal. The boy Lorenzo, who is now under 
the care of a chiropractor, was urged to have tendon trans- 
plants. However, it was well established that the only muscle 
to be affected was the tibialis anterior of each leg. The elec- 
trical reactions of the affected muscles would have been desira- 
ble to obtain, not to mention biopsies in addition. At the present 
writing, therefore, it is impossible to state whether the condition 
is due to absence of-the muscle or to a peripheral paralysis. 
It seems to me that the former is the correct hypothesis, a3 
there is no anterior tibial tendon palpable in its proper coyrse. 
The condition bears no similarity to anything I have ever see 
or heard of, except cases of congenital absence of muscles. 
Muscular dystrophy, myasthenia gravis, dystrophy of Charcot- 
Marie-Tooth and allied muscular paralyses, including those with 
a hereditary factor, seem manifestly unlike it. I have made an 
extensive search through the literature for a report of a similar 
lesion but so far have been unsuccessful. 
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One is somewhat at a loss to fit a name to this syndrome. 
“Hereditary foot-drop,” “familial foot-drop” describe only the 
appearance of the condition, while “hereditary absence of the 
tibialis anterior muscle” is not a proved certainty. One might 
take a leaf out of the neighbors’ book and call it “cavallosis” 
or wax platonistic and suggest “pranciness.” Until it is possible 
to do a dissection of the region affected and prove the exact 
nature of the lesion, I feel that “hereditary prance-gait” is a 
pathonym both descriptive and practical. 


277 Alexander Street. 





Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL REMEDIES 


THE FOLLOWING ADDITIONAL ARTICLES HAVE BEEN ACCEPTED AS CON- 


FORMING TO THE RULES OF THE COUNCIL ON PHARMACY AND CHEMISTRY 
OF THE AMERICAN MEDICAL ASSOCIATION FOR ADMISSION TO NEW AND 
NoNOFFICIAL REMEDIES. A COPY OF THE RULES ON WHICH THE COUNCIL 


BASES ITS ACTION WILL BE SENT ON APPLICATION. 
PavuL Nicuotas Leecu, Secretary. 


NOVATROPINE. — Homatropinemethylbromide. — CisHa- 
O:N.CH;sBr.—The methylbromide of the alkaloid homatropine. 

Actions and Uses.—Novatropine is proposed for use in the 
treatment of gastro-intestinal spasm and_hyperchlorhydria. 
Animal experimentation has shown it to be less active than 
atropine but also less toxic. 

Dosage—Adults: one or two tablets three times daily before 
meals; children and infants: according to age. 


Manufactured by Campbell Products, Inc., New York. No U. S. 
patent. U. S. trademark 240,537. 

Novatropine Tablets, %4 grain: Each tablet contains 144 grain (2.5 mg.) 
homatropinemethylbromide. 

Novatropine occurs as an _ odorless, white, crystalline powder, 
possessing a bitter taste, soluble in water and alcohol but insoluble in 
ether, It melts between 191 and 192 C., with slight decomposition. 
Agueous solutions (1 in 50) are neutral to litmus. 

Dissolve about 0.5 Gm. of novatropine in 25 cc. of distilled water; 
separate portions of 2 cc. are not precipitated by 1 cc. portions of 
sodium carbonate solution, sodium hydroxide solution, or trinitrophenol 
solution (distinction from most of the alkaloids of atropine) but are 
precipitated by 1 cc. portions of potassium mercuric iodide solution, 
iodine and potassium iodide solution, and a 1.5 per cent solution of 
silicomolybdic acid. Add a few drops of nitric pe to about 0.05 Gm. 
of novatropine, evaporate the mixture to dryness on the water bath, cool 
the residue and add a few drops of alcoholic potassium hydroxide 
solution: the residue does not become violet colored (distinction from 
atropine, hyoscyamine and scopolamine). 

Add 0.5 ce. of ammonia to 1 cc. of an aqueous solution of novat- 
ropine (1 in 100), shake the mixture with chloroform, remove the 
aqueous layer, and evaporate the chloroform solution to dryness on the 
water bath. Warm the residue so obtained with about 1.5 cc. of a solu- 
tion made by dissolving 1 Gm. of mercury bichloride in 50 cc. of a mix- 
ture of 5 volumes of alcohol and 3 volumes of distilled water: it does 
not develop a yellow or red color (distinction from homatropine hydro- 
bromide, atropine and hyoscyamine). 

Incinerate about 0.5 Gm. of novatropine, accurately weighed: the 
ash amounts to not more than 0.1 per cent. Dry about 0.5 Gm. of 
novatropine to constant weight at 100 C.: the loss in weight does not 
exceed 0.1 per cent. Transfer about 0.3 Gm. of novatropine, accurately 
weighed, to a 500 cc. Kjeldahl flask and determine the nitrogen content 
according to the method described in Methods of Analysis of the Asso- 
ciation of Official Agricultural Chemists, fourth edition, page 23, art. 
19: the amount of nitrogen is not less than 3.7 per cent, nor more 
than 3.85 per cent. Transfer about 0.3 Gm. of novatropine, accurately 
weighed, to a 400 cc. beaker and determine the bromide content accord- 
ing to the method described in Methods of Analysis of the Association 
of Official Agricultural Chemists, fourth edition, page 131, art. 35: 
the amount of bromide found corresponds to not less than 21.3 per cent, 
nor more than 21.9 per cent. 


PAPAVERINE HYDROCHLORIDE (See New and 
Nonofficial Remedies, 1936, p. 321). 


Papaverine Hydrochloride-Mallinckrodt.—A brand of 
papaverine hydrochloride-N. F. 
Manufactured by Mallinckrodt Chemical Works, St. Louis. 


OPTOCHIN HYDROCHLORIDE. — CwH»2N:OH.O.C: 
HsHCl.—The hydrochloride of ethylhydrocupreine. 

Actions and Uses.—See general article, Ethylhydrocupreine, 
N. N. R., 1936, p. 216. 

Dosage.—For application to the eye and instillation into the 
conjunctival sac, a freshly prepared 1 or 2 per cent solution is 
used. It is not recommended for oral administration. 

For standards see the U. S. Pharmacopeia under Aethylhydro- 
cupreinae Hydrochloridum. 

Tablets Optochin Hydrochloride, 0.1 Gm. 

, Manufactured by Rare Chemicals, Inc., Nepera Park, N. Y., under 


patent 1,062,203 (May 20, 1913; expired) by license of the Chemi- 
cal Foundation, Inc. U. S. trademark 99,822. 
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Council on Foods 


THE COUNCIL ON FOODS HAS AUTHORIZED PUBLICATION OF THE FOL- 
LOWING REPORT. FRANKLIN C. Brine, Secretary. 


STRAINED FRUITS AND VEGETABLES 
IN THE FEEDING OF INFANTS 


Milk is the principal food for babies, but other foods are 
desirable or essential. Carbohydrate supplements are customary 
items of the diet of the bottle-fed infant at an early age. It 
is usual also to include orange juice or some other food that 
provides vitamin C, and cod liver oil or other source of vita- 
min D. Within the last two decades the addition to the infant’s 
diet of a variety of cereal products, toast and zwieback, eggs, 
fruits and vegetables has been widely adopted by pediatricians. 
Solid foods when first given to the infant must be finely divided 
in order that the baby may swallow them and because coarse 
particles of tough fiber are mechanically irritating to the deli- 
cate digestive tract of the very young infant. The preparation 
of coarser vegetables and fruits by forcing them through a sieve 
or colander is therefore not only desirable but at the beginning 
is usually necessary. Directions for preparing sieved foods in 
the home are relatively simple and, properly prepared, the 
home strained foods are not inferior in nutritive value to the 
commercial products. The manufacturers of canned foods have 
met the demand for strained products by marketing a variety 
of canned sieved foods. It is the purpose of this report to 
consider the evidence that is now available and to summarize 
in the light of present knowledge the nutritional significance 
of sieved fruits and vegetables. 

Among the products that have been submitted to the Council 
on Foods there now stand accepted a number of brands of 
sieved foods. These may be divided conveniently into several 
groups: 

1. Vegetables packed singly, including asparagus, beets, car- 
rots, celery, beans (green and wax), peas, spinach and tomatoes. 

Vegetable combinations or “soups,” which are sometimes 
packed with added cereal or beef broth. 

Strained fruits packed singly or in combination with other 
fruits. 

4. Products which are related to the foregoing products in 
that they are intended for the diet of the infant, including 
cereals, which are sometimes prepared with added wheat germ 
or milk, and meat products such as beef broth and so-called 
liver soup which is composed of beef liver, mixed vegetables, 
whole cereals and beef broth. 

The methods of preparing commercial canned sieved foods 
vary somewhat in different factories. The raw materials are 
usually fresh fruits and vegetables, but some firms begin with 
products that are already canned. Briefly outlined, the general 
canning process consists of heating the food, after preparation 
for cooking, in a closed kettle under light steam pressure until 
it is soft enough for sieving. It is then forced through a 
cylindric monel metal screen with very fine holes, usually 
0.02 inch in diameter. Coarse fibers that will not pass through 
the sieve are discarded and the sieved food is conducted to 
vacuum tanks, where the water content may be adjusted to 
secure the desired consistency. The product is packed into 
cans, sealed and processed according to the requirements of 
the individual food. It is the aim of most manufacturers to 
keep the destruction of vitamin C as low as possible; this is 
aided by performing the operations in a closed system in which 
air is excluded by means of steam or by high vacuum. Loss 
of soluble constituents of fruits and vegetables is avoided 
far as possible by discarding no liquid during cooking, straining 
or packing. 

Composition. — The composition of individual commercially 
strained fruits and vegetables is largely dependent on the 
composition of the original products from which they are 
made. It is, however, advantageous to consider the average 
composition of strained foods as a group from the standpoint 
of the contribution these foods might make to the diet of the 
baby. 

1. Brennemann, Joseph: Breast Feeding and Mixed Feeding, in 


Brennemann’s Pediatrics, Hagerstown, Md., W. F. Prior Company, 
Inc., 1937, vol. I, chapter 25. 
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In the accompanying table is shown a summary of the 
important food values provided by the majority of brands of 
sieved foods that now stand accepted by the Council.2 Figures 
are also included that represent average values for pasteurized 
cow’s milk, cod liver oil, orange juice, sieved canned tomatoes, 
whole and refined cereal and egg yolk. These foods, with the 
possible exception of egg yolk, may be considered as basic in 
the diet of the normal infant. Carbohydrate supplements are 
usually given in addition, but for the purpose of the present 
discussion these may be omitted. 

From the table it may be estimated that a 6 or 7 months 
old baby who is taking among other things 24 ounces of 
pasteurized cow’s milk, 2 teaspoonfuls of cod liver oil, 1 ounce 
of orange juice, the equivalent of one-half ounce of whole grain 
cereal (dry) and one egg yolk is receiving from these sources 
a daily total of approximately 28 Gm. of protein, 0.86 Gm. of 
calcium, 0.76 Gm. of phosphorus and 3.6 mg. of iron. This 
infant would also be receiving approximately 7,100 U. S. P. 
units of vitamin A, 100 International units of vitamin Bi, 375 
International units of vitamin C, more than 700 U. S. P. units 
of vitamin D and more than 400 Sherman-Bourquin units of 
vitamin G. Although the baby’s requirements for these dietary 
essentials are not known with numerical accuracy, clinical 
experience indicates that with the possible exception of iron 
and vitamin B, the foregoing quantities of these factors are 
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tities is receiving ample supplies of vitamins A and C from 
these sources alone. However, one should not lose sight of 
the fact that nowadays a considerable number of infants may 
receive their entire quota of vitamin D from sources which, 
unlike cod or other fish liver oils, are devoid of vitamin A, 
For infants who receive no vitamin A other than that supplied 
by ordinary foods, the canned strained fruits and vegetables 
may be an important supplementary source of this essential 
vitamin. Of course not all strained foods are good sources of 
vitamin A, but carrots, spinach and tomatoes may assay as 
high as 800 or more U. S. P. units of vitamin A per ounce, 

Strained Foods as Sources of Iron—It has now been more 
or less generally accepted that the quantities of iron furnished 
by either breast milk or cow’s milk do not adequately meet 
the requirements of the normal infant. Nature provides for 
this dietary deficiency by supplying a reserve of iron in the 
liver and other tissues and in the blood itself of the child 
before birth.2 This reserve supply might be expected theo- 
retically to last until the child is about 6 months old, but it is 
usually exhausted considerably before this time. Metabolism 
studies of young infants usually show a negative iron balance.‘ 
A slight degree of anemia appears to be more prevalent among 
infants considered normal than has been previously recognized, 
The conclusion has been drawn that the average baby is prob- 
ably living on a relatively slight margin of safety with respect 


Average Food Values of a Few Foods Used in Infant Feeding 














Phos- Vitamin 
Protein, Calcium, phorus, Iron, r ~ — 
Food Quantity Calories Gm. Gm. Gm. Mg. AUnits BiUmts CUnits DUnits G Units 
Cow’s milk, pasteurized......... 24 fl. oz. 480 23 0.82 0.62 0.42 2,000 70 35-120 are 400 
Cod liver oil, minimum stan- 
ee hs MPs oinay ecvnaksasans 1 tsp. 35 oe eens Skeets uate 2,240 oe es 815 coe 
Orange juice, fresh...........0.. 1 fi. oz. 12 i 0.009 0.005 0.07 27 9 800 ae 10 
Canned tomatoes, sieved....... 2 fl. oz. 13 oe 0.006 0.014 0.24 600 20 200 ou 14 
er POs 5s ck cesses ld Cabeesen 1 56 2.5 0.021 0.079 1.3 600 15 ose 20 to 100 35 
Cereal, whole grain (oatmeal).. 14 oz. dry 55 2.3 0.010 0.056 0.5 eeden i5 ove eve ? 
Cereal, refined (farina)......... 14 oz. dry 50 1.6 0.003 0.019 0.1 pesais ? eka ove ? 
Canned strained fruits and vegetables 
iiss os xkarep beans ss 2 oz. 12 0.2 0.006 0.006 0.6 400 38 18 ose 5 
SRNR, g Se diadesao cee ce 2 02. 30 0.8 0.018 0.028 1.8 7,200 24 280 on 28 
These figures represent approximate values only. International units are designated except for vitamin G. which is reported in Sherman-Bour- 
quin units. 


suitable under normal conditions; there are, of course, varia- 
tions in the requirements at different ages. With these figures 
in mind, one may with profit consider the composition of canned 
sieved foods and the contribution that they may make to the 
diet. 

From the figures presented in the table it can be concluded 
that the amounts of protein, fat, calories, calcium, phosphorus 
and vitamin G which might be furnished by 2 ounces of the 
majority of canned sieved foods are hardly to be considered 
significant additions to the baby’s diet. On the other hand, 
some of these foods contain appreciable quantities of vitamins 
A, Bi, and iron, and a few—such as canned tomatoes, canned 
spinach and other greens—contain appreciable amounts of vita- 
min C. The strained foods provide also crude fiber, iodine, 
copper and other substances the nutritional importance of which 
cannot be evaluated at the present time because of lack of 
sufficient evidence. 

It seems probable, in the light of present-day evidence, that 
the average normal infant’s requirements for vitamin A and 
vitamin C are adequately met by an intake of approximately 
3.000 International units of the former and about 300 Interna- 
tional units of the latter vitamin. On this assumption it is 
obvious that the normal infant who is fed whole milk, cod 
liver oil and either orange or tomato juice in customary quan- 


2. The composition of products accepted by the Council has been 


published in THE JournaL. Other sources of information are: ; : 

Hanning, Flora: Canned Strained Vegetables as Sources of Vitamin A, 
J. Am. Dietet. A. 9: 295 (Nov.) 1933. . : 

A Comparison of Vitamins B and G in Canned Strained Foods, J. Nutri- 
tion 8: 449 (Oct.) 1934. : : 

Further Studies of the Content of Vitamins A and B in Canned 
Strained Vegetables, J. Am. Diet. A. 12: 231 (Sept.) 1936. 

Comparison of the Biological and Chemical Methods for the Deter- 
mination of Vitamin C in Canned Strained Vegetables and a Study 
of Its Variation from Year to Year, J. Nutrition 12: 405 (Oct.) 
1936. 





to its intake of iron, and for some babies the iron supplied by 
ordinary foods is inadequate.5 

It has been suggested that the optimal iron requirement dur- 
ing the first year of life may be as high as 0.7 mg. per kilogram 
of body weight or as much as a total of 5 mg. from 3 to 6 
months and 10 mg. from 6 to 12 months of age.® If these large 
amounts of iron are indeed required, it is evident that the 
quantity of iron supplied by the basic foods enumerated in the 
foregoing paragraphs-is inadequate and that all dietary sources 
of this mineral are important. As shown in the table, 2 ounces 
of commercially canned strained foods may provide from 0.6 to 
1.8 mg. of iron. Larger servings will of course supply corre- 
spondingly larger amounts. Whether the iron of all fruits and 
vegetables is effectively utilized by the baby is not clear at 
the present time. Contradictory results have been reported’ 
and further evidence is necessary. The fact remains, howevet, 
that canned strained fruits and vegetables may supply what 
appear to be significant amounts of this essential dietary factor. 





3. Stearns, Genevieve, and McKinley, J. B.: The Conservation of 
Blood Iron During the Period of Physiological Hemoglobin Destruction 
in Early Infancy, J. Nutrition 13: 143 (Feb.) 1937. ‘ § 

4. Stearns, Genevieve, and Stinger, Dorothy: Iron Retention m 
Infancy, J. Nutrition 13: 127 (Feb.) 1937. 3 

5. Mackay, Helen M. M., and Goodfellow, Lorel: Nutritional Anaemia 
in Infancy, with Speciak-Reference to Iron Deficiency, Medical Research 
Council, Special Report Series, No. 157, London, 1931. Elvehjem, C. A.; 
Siemers, Arlyle, and Mendenhall, Dorothy Reed: Effect of Iron and 
Copper Therapy on Hemoglobin Content of the Blood of Infants, Am. J. 
Dis. Child. 50:28 (July) 1935. ‘ 

6. Jeans, P. C.: Specific Factors in Nutrition, J. Pediat. 9: 693 
(Nov.) 1936. ¢ ‘ 

7. Caldwell, G. W.: The Nutritive Value of Strained Vegetables ™ 
Infant Feeding, J. Pediat. 1: 749 (Dec.) 1932. Schlutz, F. W.; Morse 
Minerva, and Oldham, Helen: Vegetable Feeding in the Young Infant: 
Influence on Gastro-Intestinal Motility and Mineral Retention, Art. 
Dis. Child. 46: 757 (Oct.) 1933; The Influence of Fruit and Ve aly) 
Feeding upon the Iron Metabolism of the Infant, J. Pediat. 3: 225 (uly 
1933. Jeans.® 
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Strained Foods as Sources of Vitamin B:—That the quan- 
tities of vitamin Bi supplied by vegetables might be important 
in infant feeding was suggested by the observations of Daniels, 
Byfield and Loughlin. These workers reported that 100 cc. 
of vegetable soup prepared from comminuted carrots, turnips 
and celery, and added to the milk feeding of a normal baby at 
the age of 4% months, resulted in a marked stimulation of 
growth. The effects were comparable to those observed follow- 
ing the administration of an alcoholic extract of wheat embryo 
or an alcoholic extract of a similar vegetable mixture. The 
authors concluded therefore that increased growth was due to 
the vitamin B: content present in the alcoholic extract of the 
products investigated. Later Hoobler and other workers found 
that many infants apparently require more of the antineuritic 
factor than is ordinarily furnished by milk.? They thought that 
an additional source of vitamin Bi should be provided. If it is 
true that the vitamin B, intake of the normal infant under 
usual conditions is not far above the requirements of the infant, 
it may well be that the B, furnished by a number of commer- 
cially sieved foods would be significant in the nutrition of the 
infant. 

Digestibility—There is ample clinical evidence that commer- 
cially sieved foods are well tolerated by the average baby and 
that digestive upsets caused by these foods are rare. When 
vegetables are first given to the baby the digestive tract must 
gradually become accustomed to taking care of this type of 
food. During such transition periods rather large amounts of 
the vegetable. food usually appear in the stools. The presence 
of such undigested material in an otherwise normal stool should 
not cause any fear that the baby is unable to tolerate these 
foods. Normal infants are able to digest sieved foods after the 
first few months of life. A factor that is favorable to the ease 
of digestion of commercially sieved foods is the fine state of 
division obtained with factory sieves having extremely small 
perforations. It is for this reason that strained foods also have 
an important place in certain therapeutic diets, particularly when 
these diets must be continued over long periods of time. Under 
such circumstances the commercially sieved foods, particularly 
vegetables and fruits, offer a considerable convenience to the 
consumer and may contribute important amounts of iron and of 
vitamins A, Bi and possibly other factors to the diet. 

Psychologic Importance of Variety in the Diet of the Infant. 
—An important reason for introducing a variety of foods dur- 
ing the first year of life is the favorable effect on the food 
habits of the child. As all mothers and pediatricians know, 
babies readily form habits with respect to foods that, once 
formed, are not easily broken. For this reason it has been 
considered important to introduce a variety of flavors and 
textures and to accustom the child to taking food from a spoon 
at as early an age as is possible. It has been reported regard- 
ing a group of 231 Boston infants that those children fed “solid 
foods” during the second and third months had better food 
habits and fewer food dislikes than others in whom such feed- 
ing was postponed until the seventh month.2° 

There are, of course, many pediatricians who undoubtedy 
would not be in favor of incorporating strained foods at as 
early an age as the second or third month. The introduction 
of strained foods in the baby’s diet usually takes place at about 
the fifth or sixth month, although some pediatricians prefer to 
wait until later and others introduce some of these foods much 
earlier. It is important that foods be finely divided when first 
included in the diet of the infant, but psychologically it is 
equally important that babies become accustomed to foods of 
increasing coarseness as soon as they are physiologically able 
to do sot There are many babies who are mistakenly fed 
strained fruits and vegetables throughout the period of infancy 
and even beyond. With such babies it is a common experience 
that they can be induced to eat coarser foods only with the 
greatest of difficulty when this is attempted later. It has been 





8. Daniels, Amy L.; Byfield, A. H., and Loughlin, Rosemar The 
Role of the Antineuritic Vitamin in the Artificial Feeding of Tanion, 
Univ. Iowa Studies in Child Welfare, volume I, No. 5, 1920-1921. 

I Hoobler, B. R.: Symptomatology of Vitamin B Deficiency in 
nfants, J. A. M. A. 91: 307 (Aug. 4) 1928; Use of Vitamin B in the 
be of Infants: Further Observations, ibid. 96: 675 (Feb. 28) 1931; 
ennett, R. H.: Routine Use of the Vitamin B Factor in Infant Feed- 
ing, ibid. 92:769 (March 9) 1929. Bloxsom, A. P.: Vitamin B 
i in Infancy, Am. J. Dis. Child. 37: 1161 igo 1929, 
Waring, J Dak a in Infants, ibid. 38:52 (July) 1929. 

M MEY, M. M.: Advantages of Strained Solids in the Early 
onths of Infancy, J. Pediat. 3: 883 (Dec.) 1933. 
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reported that this difficulty may !ast for years in the home, 
although it is more readily overcome in the hospital or the 
nursery school where the child can be taught by example of 
other children, without the presence of its mother. For these 
reasons the physician and the discerning mother should not lose 
sight of the fact that it is important to replace strained foods 
by coarser foods usually around the sixth to the eighth month, 
at which time it is psychologically easy to effect the change. 
Summary and Allowable Claims for Strained Fruits and 
V egetables—From the evidence that has been reviewed, the 
Council is of the opinion that strained fruits and vegetables, 
because of their physical structure, are useful foods for infant 
feeding and for certain types of therapeutic diets. These 
strained foods are probably significant as sources of vitamin Bi, 
iron and possibly other factors. They also contain vitamins 
A and C in amounts that under some conditions might be 
important; but, of course, some foods are better sources of 
these factors than others. There is also a psychologic aspect 
to the use of strained foods that is important. The baby at an 
early age should be taught to receive food from the spoon 
and to accept a variety of flavors and textures. The feeding 
of strained fruits and vegetables, properly selected to meet the 
needs of the individual infant at an age of about 4 to 6 months, 
is generally favored by pediatricians. The Council, of course, 
believes it to be a question for the physician to decide at what 
age a baby shall be fed strained foods and at what age it is 
considered desirable to replace such products with coarser foods. 
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THE FOLLOWING PRODUCTS HAVE BEEN ACCEPTED BY THE COUNCIL 
ON Foops OF THE AMERICAN MEDICAL ASSOCIATION FOLLOWING ANY 
NECESSARY CORRECTIONS OF THE LABELS AND ADVERTISING TO CONFORM 
TO THE RULES AND REGULATIONS. THESE PRODUCTS ARE APPROVED FOR 
ADVERTISING IN THE PUBLICATIONS OF THE AMERICAN MEDICAL ASSOCIA- 
TION AND FOR GENERAL PROMULGATION TO THE PUBLIC. THEY WILL 
BE INCLUDED IN THE BooK OF ACCEPTED FOODS TO BE PUBLISHED BY 
THE AMERICAN MEDICAL ASSOCIATION. 

FRANKLIN C. Brine, Secretary. 


FORT WESTERN BRAND HAWAIIAN 
PINEAPPLE JUICE 
Distributor —Holmes-Swift Company, Augusta, Maine. 
Packer.—Hawaiian Pineapple Company, San Francisco. 
Description—Canned unsweetened pineapple juice, the same 


as Dole Hawaiian Finest Quality Pineapple Juice (Unsweetened) 
(THE JouRNAL, June 3, 1933, p. 1769). 


DAIRY MAID DOUBLE ACTION 
BAKING POWDER 
Distributor—Dairy Maid Division of Snow King Baking 

Powder Company, Cincinnati. 
Description—Baking powder, consisting of starch, sodium 
bicarbonate, sodium aluminum sulfate and calcium acid phos- 


phate. The same as Snow King Double Action Baking Powder 
(THE JourNAL, Oct. 13, 1934, p. 1151). 


GEM BRAND OLEOMARGARINE 
Manufacturer —Swift and Company, Chicago. 
Description—Margarine prepared from coconut oil, skim milk, 
hydrogenated coconut oil, cottonseed oil or peanut oil, salt, and 
benzoate of soda 0.1%. 

Manufacture, Analysis, Calories—Same as Allsweet Brand 
Oleomargarine (THE JourNAL, March 21, 1936, p. 1009). 


NATION WIDE BRAND WHEAT CEREAL 

Distributor.—Nation Wide Stores Company, Brockton, Mass. ; 
St. Louis; Toledo, Ohio; Washington, D. C.; Warren, Pa., 
and Atlanta, Ga. 

Packer—Campbell Cereal Company, Minneapolis. 

Description—Wheat middlings, endosperm or farina, the same 
as Blue Ribbon Brand Wheat Cereal (THE Journat, Sept. 21, 
1935, p. 967). 
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AMERICAN FOUNDATION STUDIES 
IN GOVERNMENT 

In the organization section in this issue of THE Jour- 
NAL appears an analysis of the report of the American 
Foundation Studies in Government on the subject of 
medical care. Ten thousand physicians who have been 
more than twenty years in practice and a number 
of more recent graduates were asked to present their 
views. Some 2,200 physicians answered and many 
wrote additional contributions, so that the compilers of 
the report considered some 5,000 letters in obtaining 
their cross section of medical opinion as to the status 
of medical care. The report is therefore a collection of 
the views of medical men, compiled under various head- 
ings, edited with a view to presenting all points of view 
as clearly as possible, supplemented with some interpre- 
tation and analysis by the editors. The report is worthy 
of careful and critical study. The American Founda- 
tion offers its review of the problems of medical care 
as seen by the physician without drawing any definite 
conclusions, yet certain indications seem to evolve 
logically and to these the medical profession may well 
continue to give serious consideration. 

If there is one factor that comes out more obviously 
from this report than any other, it is the unlikelihood 
that sickness insurance, either voluntary or compulsory, 
will answer the problem of medical care suitably for the 
people of the United States. As Miss Esther Everett 
ape.’ director of the studies, herself stated in a recent 
issue of the Atlantic Monthly, “The medical man 
believes that compulsory insurance—with its stress upon 
more care in illness (as opposed to stress upon positive 
health), with its mass therapy, its regimentation both of 
doctors on the panel and of patients (in spite of devices 
to save the principle of the personal relation )—subtly 
and continuously lowers the quality of medical care, the 
quality of the medical man, the quality of the patient’s 
conception of health.” THe JourNaL repeats that the 
outlook would seem to be best for a gradual improve- 
ment in medical care by the evolution that has been 





1. Lape, Esther Everett: The Health of the Nation, Atlantic 
Monthly 159: 463 (April) 1937. 





Jour. A. M. A, 
AprRIL 10, 1937 


going on for some time. The extension of preven- 
tive medicine, increased funds for preventive medicine 
and the improvement of medical knowledge are bound to 
affect the extent, the severity and the character of illness 
in coming years. Any fixed plan that failed to take 
the certainty of these advances into account would 
involve organization and expenditure far beyond the 
actual needs of the future. Government machinery 
once set up is hard to stop; it has the characteristics 
of the poisonous mushroom, growing profusely and 
destroying those who feed upon it. 

The American Foundation report suggests a further 
expansion in present provisions for giving a_ better 
quality of medical service to more people by the 
extension of the facilities of tax-supported laboratories 
so as to make available to physicians generally and 
thereby to furnish to patients at a low cost many of 
the modern methods which constitute the difference 
between knowing and guessing in diagnosis. More 
and more hospitals are being equipped with com- 
petent clinical laboratory service, roentgenologic depart- 
ments, physical therapy departments and serologic units. 
These methods are expensive and cannot be utilized to 
the fullest for all the patients who might benefit by 
their utilization without more permanent and more ade- 
quate financial support either to the hospitals directly 
or to the patients who require the services. Moreover, 
many states now provide, through their departments of 
health, laboratory services which may be utilized by 
the general practitioner for needy patients. Extension 
of such services should be of great benefit to the public 
health and should raise the general quality of medical 
care when a sufficient number of trained personnel 
becomes available. 

As was revealed again in our recently published 
survey of hospitalization in the United States, the pro- 
prietary hospitals are fast disappearing. The nonprofit 
voluntary hospitals have been having great difficulty in 
many places to keep their heads above the quicksands 
of bankruptcy. High taxes, government regulation, and 
other political and economic changes have lessened 
greatly the philanthropic funds available for medical 
institutions. Periods of depression have kept vacant the 
rooms and the beds from which hospitals in the past 
derived excess income for the support of service to the 
indigent and the new group, of which the social service 
worker speaks glibly as the “medically indigent.” THE 
JourNAL would point out again that our hospitals are 
confronted today with problems much like those con- 
fronting the hospitals of Great Britain. The incomes 
of British hospitals have been diminished by these 
factors and, in addition, by the application of the 
compulsory sickness insurance system. The answer 
for this question, as suggested in Great Britain, may 
be government aid for the hospitals in relation to 
the amount of service rendered to those unable to pay 
for it. At the same time these institutions must retain 
sufficient independence to permit growth and expansion 
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rather than reversion to the sluggishness that seems 
invariably to affect institutions under complete and per- 
manent state control. Group hospitalization plans, so 
intensively agitated in this country by the Rosenwald 
Foundation and more recently by the American Hos- 
pital Association, are today actually nothing but an 
interesting experiment affecting a small part of the 
population, if not merely a “stop-gap” for the present 
critical situation in hospital finance. 

The 1,500 page report of the American Foundation 
Studies in Government concludes with a chapter devoted 
to limited state medicine and private practice as repre- 
senting the gradual evolution that is taking place in 
this country. As was pointed out some years ago by 
Dr. Thomas Parran,? Surgeon General of the United 
States Public Health Service, in an article published in 
Tue JouRNAL, many of the functions of medical care 
in many states are already largely under the control 
of the state. The amount of state medicine varies from 
a few per cent in some states to 25 or 35 per cent in 
others. As syphilis, cancer and pneumonia begin to be 
recognized as public health problems, and as heart dis- 
ease trembles on the brink of such recognition, we 
approach even more closely to a recognition that the 
state is Occupying an increasing position of importance 
in medical care. With workmen’s compensation laws, 
industrial medicine and the various forms of group 
practice and contract practice invading significant por- 
tions of the medical field, organized medical practice 
also makes tremendous inroads into private medical 
care. The evolution must be controlled by the medical 
profession. 

No system of medical practice can succeed without 
the cooperation of the medical profession. Recognizing 
this iact, the American Foundation report leads to the 
suggestion for a secretary of health in the President’s 
cabinet as a necessary coordinating authority. The 
Board of Trustees of the American Medical Association 
has emphasized its view that a health department sub- 
servient to a welfare agency set up for the distribution 
of funds to the indigent and to find work for the unem- 
ployed would be an inadequate recognition for the real 
place which health should occupy in any government. 
From ancient Greeks and Romans, through the states- 
men of the middle ages, down to modern times, the 
greatest leaders have stated that the care of the public 
health should be the first interest of the state. Can it 
be that American statesmen of today fail to appreciate 
the essential truth of this governmental aphorism, 
evolved from thousands of years of human experience? 
The mere fact that the present budget of our govern- 
ment for preventive medicine and public health cannot 
compare favorably with the amount of money spent on 
the dole has been offered as one reason for keeping 
public health in a subservient position. Perhaps the 
Proportions that now exist may some day be reversed 





2. Parran, Thomas: Public Medical Care in New York State, J. A. 
M. A. 1/1: 342 (July 29) 1933. 
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—a time may come when the nation will spend 
$4,000,000,000 a year on preventive medicine and 
$100,000,000 on unemployment and the dole. It will 
no doubt then be a far happier nation. 

Fundamental to every consideration of medical ser- 
vice is knowledge of its present adequacy and avail- 
ability. Doctors who are in intimate contact with the 
problem probably realize better than any one else how 
much adequate medical care is actually available. Both 
terms are difficult to define. If adequate medical care 
includes a periodic physical examination twice each 
year, even doctors do not get it—or want it—now. If 
adequacy involves the attendance of a physician for 
every vague ache or pain or every rise of a half degree 
of temperature, the vast majority of our people do not, 
and probably never will, receive adequate medical care. 
They do not need that kind of medical care. 

If adequacy is the same for New Mexico, South 
Dakota and Mississippi as for New York City and Chi- 
cago, the differences are apparent. But is there likely 
ever to be equalization? A letter from a country prac- 
titioner in Kentucky reveals that in some sections of that 
state the people do not seem to be especially interested 
in getting a better quality of medical care than they 
now have. Yet the social service worker considers them 
benighted and hints that they are moronic. Is it the 
duty of the state to give them perfect medical care and 
make them like it? Adequate medical care cannot be 
standardized for distribution until many other funda- 
mental needs of our people are satisfied. 

The question of adequacy and availability of medical 
service is closely correlated with the determination of 
indigence and “medical indigence.” The medical profes- 
sion for many years has prided itself on the fact that 
it gives of its services freely to all who require them 
without question when the inability of the individual to 
pay is apparent. Then depression threw such a burden 
on some members of the medical profession that they 
themselves approximated the indigent class. With the 
advancement of medical science and the increasing cost 
of giving to all the people the most that medicine can 
offer, the borders of indigence have been extended 
upward to create a new class called “medically indi- 
gent.” In addition there is the group that wants to pay 
at least a part of the costs of medical service. Physi- 
cians cannot wave aside all consideration of money in 
relationship to medical service. These questions inti- 
mately affect the quality of service that can be rendered. 
The amount of service that has been given to the 
people in recent years by the medical profession and 
by the medical facilities of this country runs into many 
millions of dollars. An increasing burden has fallen on 
the upper middle class because the exceedingly rich tend 
to become fewer and fewer. The problem of balancing 
the medical budget of the future is going to be as dif- 
ficult as the balancing of the budgets of the nations. 

The well informed medical readers of this report will 
observe that some physicians noted for their opposition 





to the policies of organized medicine express views in 
their letters to the American Foundation which they 
have perhaps, because of modesty or reticence, con- 
cealed during the agitations of recent years. If one 
studies carefully the list of those who contributed to 
the report, it becomes evident that members of medical 
school faculties, health department officials and spe- 
cialists dominate the picture. They write on state 
medicine, insurance, public laboratories and group prac- 
tice, subjects which most concern the general practi- 
tioner. This dominance is perhaps responsible for the 
impression, which seems to evolve quite naturally from 
the report, that the future of medicine lies in the 
medical schools and that many of our present evils 
would be corrected if the medical schools could be given 
supervision over standardization of hospitals, control 
over organized medical practice, and in general man- 
agement of medical education and the distribution of 
medical service. The medical schools find themselves 
at the present time in a difficult situation. There are 
increasing demands for higher standards; contributions 
and endowments are lessened; enforced diminution is 
likely in the amounts of students’ fees. It has taken 
almost a quarter of a century of strenuous effort on the 
part of organized medicine to raise the standard of 
medical education in this country. It has had constantly 
to battle political, personal and proprietary interests in 
medical schools themselves. It should be obvious that 
the schools cannot be relied on to raise and to maintain 
suitable standards in medical education. The utter 
inability of medical schools in universities that have 
departments administering medical service to control 
even the standards of such service in their own schools 
is an indication of how futile it would be to depend on 
the medical schools to develop and maintain distribution 
of medical service for all the people in the future. 

If any single appellation is to be given to this report, 
it is “thought provoking.” The reader must be 
impressed by the obvious earnestness, sincerity and 
desire to aid of the great majority of those who wrote 
the letters. These actual records of personal experience 
compare most favorably with previous compilations of 
inspired statistics collected by the economists and social 
service workers who had preconceived opinions and 
predigested notions as to what ought to be done with 
medical practice. This report did not set out to prove 
that compulsory sickness insurance would solve the 
medical problem. Neither did it set out to prove that 
doctors alone could solve all our problems. It was 
designed to present an adequate picture of the Ameri- 
can medical scene with the apparent realization that 
diagnosis must precede prognosis and treatment. Its 
most important conclusion is that “planning” and not “a 
plan” is the answer. Leaders of medical thought and 
opinion know that intelligent planning will maintain and 
conserve the real values inherent in good medical 
practice. 
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SALIVARY IMMUNITY 

The recent European epidemic of malignant diph- 
theria? (“diphtheria gravis”), a specific infection 
refractory to even massive doses of diphtheria anti- 
toxin, has turned the attention of German bacteriologists 
to the present lack of knowledge of the local non- 
serologic buccal defenses against this disease. Contrary 
to conventional theories of immunity, Hermann Dold ? 
of Tubingen found that normal human saliva contains 
enzymic factors that will not only inhibit the multipli- 
cation of diphtheria bacilli in vitro but often kill these 
micro-organisms within a few hours. Virulent diph- 
theria bacilli not killed by contact with this normal 
salivary antiseptic are almost invariably transformed 
into avirulent types. Weigmann and Koehn* found 
that these transformed “mutants” will breed true as 
apparently true pseudodiphtheria bacilli for at least ten 
transplants in ordinary culture mediums. 

The presence of these “inhibins,” or “bacteria-trans- 
forming enzymes,” in normal saliva has been confirmed 
by a study of salivary inhibitions and transformations 
of numerous other bacterial species. Wehrse* for 
example found that, in the presence of normal human 
saliva, hemolytic streptococci are often killed in from 
five to six hours and, if not killed, are almost invariably 
transformed into nonhemolytic variants. Pesch and 
Damm ° report a similar bactericidal and transforming 
action on type I and II pneumococci. While the car- 
bohydrate capsule is not demonstrably altered in spec- 
ificity by the action of normal saliva, mouse virulence 
is almost completely destroyed. 

The “inhibins” in normal saliva are more or less com- 
pletely removed by Seitz filtration, are nondiffusible 
through animal membrane and are destroyed quantita- 
tively by heating saliva to 56C. for thirty minutes. 
Dold, Lachele and Hsing,* however, have published 
evidence that the “inhibins” are not identical with the 
lysozymes of Fleming. Whether or not these “inhibins” 
are salivary enzymes, epithelial products or antagonistic 
factors formed or secreted by normal buccal sapro- 
phytes has not yet been determined. 

The effects of surgical antiseptics, mouth washes and 
smoking on this natural salivary immunity have not 
yet been studied. Whether or not the normal salivary 
bacteriostat is altered quantitatively or qualitatively as a 
result of bodily chilling is a problem of pressing clin- 
ical interest. In this connection, Ignatius’ was able 
to demonstrate presumably identical “inhibins” in nor- 
mal nasal secretions. This normal nasal bacteriostat 
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was absent from the nasal discharges of patients suffer- 
ing from common colds. The possible effect of this 
normal upper respiratory “inhibin” on filtrable viruses 
in vitro has not yet been studied. 





EFFECT OF GONADOTROPIC SUBSTANCE 

AND ESTROGENS ON BLOOD CALCIUM 

In recent investigations on the function of the 
anterior pituitary, extracts have been obtained that cause 
histologic changes in the parathyroids and a rise in 
blood calcium, in addition to other effects. This has 
been adduced as evidence for the existence of a special 
parathyrotropic principle. Conclusive proof of the 
existence of such a substance has been lacking, however, 
owing to the many difficulties inherent in this type of 
research; extracts of the pituitary containing single 
principles have not yet been obtained and the changes 
observed may be secondary to effects on organs other 
than the parathyroids. 

Important information on this point has now been 
supplied by recent experiments of Riddle and Dotti * 
on the effects of a number of endocrine principles on 
the blood calcium; the observations of these workers 
appear to have far reaching implications. Anterior 
pituitary extracts containing follicle-stimulating and 
thyrotropic principles were found to increase the blood 
calcium in pigeons. Gonadotropic substance alone 
from mare’s serum also produced this effect; the latter 
was prevented by castration but not by hypophy- 
sectomy or thyroidectomy. The effect was obtained 
more readily in females than in males. Hypophyseal 
extracts containing the lactogenic or growth factors but 
little or no gonad-stimulating substance did not raise 
the calcium content of the blood. Because of the evi- 
dence indicating that the observed effect was mediated 
through the gonads, Riddle and Dotti then investigated 
estrogens, androgens and progesterone. 

Large doses of two commercial estrogenic prepara- 
tions said to contain theelin were found to increase the 
serum calcium. Dihydrotheelin benzoate (estradiol 
benzoate) had this action to a less degree; dihydro- 
theelin and theelol were next in effectiveness. Large 
doses of progesterone had only a slight calcium-raising 
effect. Three androgens, androstenediol, testosterone 
and testosterone oxime, did not have this property. 
These substances were tested on pigeons, rats and dogs, 
male and female; some were normal, others hypophy- 
sectomized or castrate, still others both hypophysec- 
tomized and gonadectomized or thyroidectomized and 
castrate. The blood calcium raising effect was noted 
in all when estrogen was administered in sufficient 
dosage for a sufficiently long time. 

Whether or not the parathyroid plays a part in this 
response has not yet been determined ; nevertheless, the 





1. The literature has been reviewed by Collip, J. B.: Chapter VII 
of Glandular Physiology and Therapy, Chicago, American Medical 
Association, 1935. 

2. Riddle, Oscar, and Dotti, L. B.: Blood Calcium in Relation to 
Anterior Pituitary and Sex Hormones, Science 84: 557 (Dec. 18) 1936. 
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work of the Cold Spring Harbor investigators indicates 
that much more satisfactory evidence than has been 
provided so far will be necessary before the exis- 
tence of a pituitary parathyrotropic principle can be 
accepted. This illustrates anew the complexity of 
glandular interrelations and exemplifies the difficulties 
of endocrine research. It is important to emphasize 
that the significance of these observations with regard 
to the clinical application of gonadotropic and estrogenic 
products that raise the blood calcium remains to be 
determined. 





Current Comment 


TAX RETURNS UNDER THE SOCIAL 
SECURITY ACT OVERDUE 

The Bureau of Internal Revenue calls attention to the 
failure of many employers who have less than eight 
employees in their service to file the tax returns for the 
month of January required by the federal Social Secu- 
rity Act. Monthly returns must be filed by every 
employer who has one or more employees in his service, 
other than domestic servants in his private home or 
agricultural labor, except certain institutions and organi- 
zations that are specifically exempted by the act. Physi- . 
cians who are employers in default should take prompt 
action to make the required returns. Hospitals, other 
than charitable hospitals, must make the same returns 
as other employers, and a hospital that claims exemp- 
tion as a charitable hospital must apply to the local 
collector of internal revenue for official classification as 
a tax-exempt institution. State, county and other medi- 
cal associations that are employers of one or more 
employees are liable for this tax, unless they are 
organized and operated exclusively for charitable, scien- 
tific, literary or educational purposes and no part of 
their net earnings inures to the benefit of any private 
shareholder or individual. Such an association, if claim- 
ing exemption, must obtain through the local collector 
of internal revenue verification by the Commissioner 
of Internal Revenue of its tax-exempt status. Although 
the tax return for January is past due, the Commis- 
sioner of Internal Revenue will not penalize those tax- 
payers who make their returns without further delay 
and show reasonable cause for failing to file them 
within the time allowed by law ; however, the delinquent 
taxpayer must attach to his January return an aff- 
davit setting forth the reasons for his delinquency. 
Without a just excuse and if a return is not more than 
thirty days late, a penalty accrues equal to 5 per cent 
of the taxes due at the time of the return. For each 
additional thirty days or fraction thereof that the tax- 
payer is delinquent, an additional 5 per cent penalty 
accrues, with a maximum penalty of 25 per cent of the 
taxes. These penalties are in addition to interest on the 
unpaid tax at the rate of 6 per cent a year. They are 
independent of the penalties provided for employers or 
employees who attempt to evade or defeat the collection 
of taxes or who wilfully fail to perform the duties 
imposed on them by the law. Returns for February 
were due on or before March 31. A similar return for 
each subsequent month is due on or before the last 
day of the month following that on which it is made. 
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Form SS-1 for the return will be supplied by the local 
collector of internal revenue on request. The return, 
together with the taxes due, must be sent to the col- 
lector of internal revenue of the district in which the 
employer’s principal place of business is located. It 
should not be sent to the Bureau of Internal Revenue 
in Washington or to any officer of the Social Security 
Board. Employers who have not filed the employer's 
application for identification number should do so when 
filing their first returns. Form SS-4 for that purpose 
may be obtained from any post office or from the office 
of the local collector of internal revenue. 


MACFADDEN SAYS “I TOLD YOU SO” 
ABOUT SYPHILIS 

Bernarr Macfadden says “I told you so” in an edi- 
torial in Liberty for April 7." The big shot of the big 
muscle boys claims that the United States Public Health 
Service, the medical profession, and public health agen- 
cies in general are not doing anything new when they 
promote a drive against syphilis. ‘Way back when,” he 
printed an article on this subject by Senator Royal S. 
Copeland in Physical Culture. In his present editorial in 
Liberty he repeats some of the fallacies he exploited so 
boldly in the good old days. In the treatment of syphi- 
lis, he recommends fasting two weeks on water alone 
followed by “a full raw milk diet.” So while Coronet 
says that milk causes cancer, “body love” Bernarr uses 
raw milk for syphilis. It seems this cleanses the blood 
stream. Toward the end of his editorial the pompa- 
doured physical culturist writes: ‘The more compli- 
cated scientific measures adopted by many physicians 
may be an improvement over these simple measures but 
no progressive up-to-date physician who has tested them 
will deny their value.” That lets us all out! But then 
no up-to-date progressive physician would even think 
of Mr. Macfadden and scientific medicine in the same 

F +4) 


set of thoughts. 


MULLEIN WEEDS AND BALD HEADS 

Early in March, George Jean Nathan, a dramatic 
critic, no longer young but widely known in a previous 
generation for the acerbity of his wit, his comely appear- 
ance and his association with Mr. H. L. Mencken, 
indicated that he had relieved himself of baldness by the 
application to his scalp of tincture of mullein. As a 
result, both Mr. Nathan and THE JoURNAL OF THE 
\MERICAN MepicaL AssocrIaATION have been deluged 
with inquiries as to the exact value of this product. 
Mullein is a common weed. Both the leaves and the 
flowers have been used since time immemorial as home 
remedies. An infusion of the flowers was at one time 
recommended as a home remedy for inflammations of 
the upper respiratory tract. In Germany the oil of 
mullein has been used for inflammation of the mucous 
membranes and also for hemorrhoids. Today mullein 
is generally recognized by scientific pharmacists as a 
little used and unessential drug, largely inert, and of 
little real value except as a demultent and emollient. 
With Mr. Nathan it is always hard to know when he is 
in earnest. From his previous reputation for truth and 
veracity as well as sagacity, it seems doubtful that he 
recommended mullein as a hair tonic except with his 
tongue in his cheek. 
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Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIV- 
ITIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


ALABAMA 


State Medical Meeting at Birmingham, April 20-22.— 
The Medical Association of Alabama will hold its annual 
meeting at the Tutwiler Hotel, Birmingham, under the presi- 
dency of Dr. Lloyd Noland, Fairfield, and with the Jefferson 
County Medical Society acting as host. Among others, the 
following will be on the program: 

Drs. Lee F. Turlington and Clifford Lamar, Birmingham, Contracep- 

tion, Its Need, Purpose and Accomplishment. ; 

Dr. Melson Barfield-Carter, Birmingham, Paget’s Disease. ; 

Dr. John Day Peake, Mobile, Report of 189 Cases of Carcinoma of 

the Cervix. 0g! 

Dr. Ernest Vernon Stabler, Greenville, Clinical Importance of Simple 

Cysts of the Ovaries. : ; 

Dr. Grosbeck F. Walsh, Fairfield, Psychogenic Factors in Disease. 

Dr. Seale Harris Jr., Birmingham, Cardiovascular Syphilis. 

Dr. Hugh Dent Johnson, Montgomery, Presacral Sympathectomy in 

Dysmenorrhea. 
Dr. H. Earle Conwell, Birmingham, Emergency Traction for Safe 
Transportation in Fractures of the Long Bones. 

Dr. W. Groce Harrison Jr., Birmingham, The Mechanism of Conges- 

tive Heart Failure. 

Dr. Clarence R. Bennett, Eufaula, Angina Pectoris. 

Dr. David B. Snelling, Montgomery, Protamine Insulin in the Treat- 

ment of Diabetes Mellitus. 

Dr. James B. McLester, Birmingham, The Functional Patient. 

Dr. James O. Morgan, Gadsden, Mucocele of the Appendix. 

Dr. Porter P. Vinson, Richmond, The Bronchoscopic Management of 

Pulmonary Abscess. 
Dr. Hamilton W. McKay, Charlotte, N. C., Certain Phases of Pediatric 
Urology. 

Dr. Frank H. Lahey, Boston, will deliver the Jerome Coch- 
ran Lecture Wednesday morning on “Carcinoma of the Colon 
and Rectum.” <A public meeting Wednesday evening will be 
addressed by Drs. Charles Gordon Heyd, New York, President, 
American Medical Association, on “The Contribution of the 
American Medical Association to the Public Health’ and 
Edgar W. Norris Jr., Hot Springs National Park, Ark., on 
“Syphilis.” At a meeting of the Birmingham Eye, Ear, Nose 
and Throat Club, April 20, Dr. James B. Costen, St. Louis, 
will discuss “Diagnosis of Neuralgia and Ear Symptoms Asso- 
ciated with Dysfunction of the Mandibular Joint.” 


ARIZONA 


Joint Public Health Meeting.— The Arizona and New 
Mexico public health associations will hold a joint meeting in 
Phoenix, April 12, prior to the annual session of the Western 
Branch of the American Public Health Association, April 
13-15. 

Tuberculosis Association.—Dr. Fred G. Holmes, Phoenix, 
was chosen president of the Arizona Anti-Tuberculosis Asso- 
ciation at its annual meeting in March, at which meeting a 
report was presented on the tuberculosis program among high 
school students in Phoenix. It is expected that the program 
will be continued until June. 


CALIFORNIA 


Bureau of Venereal Diseases.—Dr. Malcolm H. Merrill, 
in charge of the syphilis clinic, University of California Hos- 
pital, San Francisco, has been made chief of the bureau of 
venereal diseases of the state department of public health. The 
bureau was recently reestablished with funds made available 
through the social security act. It was founded in 1917 but 
had been discontinued in 1920 on account of lack of funds. 
Under the new set-up the bureau will carry out the state’s 
program in the national campaign against venereal disease. 


Lectures on Medical History.—The University of Cali- 
fornia Medical School ~is presenting a series of lectures on 
the medical history of California. The first discussion, March 
25, by Dr. Henry Harris, Berkeley, dealt with the selection 
of the site of the medical school. Other lecturers in the 
series include: 

Dr. Edgar L. Gilcreest, San Francisco, March 31, Dr. H. H. Toland 

and His Work. 

me F = sone T. Legge, Berkeley, April 7, Life and Career of Dr. Robert 

Dr. Wallace I. Terry, San Francisco, April. 14, Dr. T. W. Huntington. 

Chauncey D. Leake, Ph.D., San Francisco, April 21, Dr. James Black. 

~~ Herbert C. Moffitt, San Francisco, April 28, Dr. William Watt 
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CONNECTICUT 


Medical Information Bureau.— The Hartford Medical 
Society and the Hartford County Medical Association are 
planning to establish a medical information bureau, according 
to the New England Journal of Medicine, to supply to the 
public adequate and correct information on medical matters 
through the press and radio. Five members from the city 
organization and four from the county society, whose services 
will be entirely voluntary, will manage the bureau. It will be 
patterned after that of the New York Academy of Medicine. 


FLORIDA 


Committee on Venereal Disease Control.—A committee 
on venereal disease control has recently been appointed to repre- 
sent the Florida Medical Association. Members are Drs. Elijah 
T. Sellers, Jacksonville, chairman; Joe I. Turberville, Century ; 
Robert D. Ferguson, Ocala; Alvin L. Mills, St. Petersburg ; 
Louis M. Orr Jr., Orlando, and Roy J. Holmes, Miami. 


Spring Meeting.— The Florida Midland Medical Society 


will hold its spring meeting at the Dixie Grande Hotel, Braden- 
ton, April 29, with the following speakers, among others: 


yr. John T. Moore, Tampa, Differential Diagnosis of Acute Abdominal 
Conditions. 

Dr. Howard V. Weems, Sebring, Results of Elliott Treatment in 
rhirty-Three Cases. / 

Dr. Rosalie Slaughter Morton, 
Ancient Iran. 

Dr. Louis B. Mount, St. Petersburg, Diagnosis of Some Common Con- 
tagious Diseases of the Skin. 

Dr. Benjamin F. Hart, Winter Park, Low Cesarean Section. 

Dr. Joseph Halton, Sarasota, Tumors of the Lung. 

Dr. William D. Sugg, Bradenton, The Unusually Placed Appendix. 

Dr. Duncan T. McEwan, Orlando, Infectious Abortions: Patholog 

d Treatment. 
Dr. Gideon Timberlake, St. Petersburg, Diseases of the Prostate. 
Dr. Fred H. Albee, Venice, will address the dinner session 


evening on “Reconstructive Surgery.” 


IDAHO 


Personal.—Andrew Warner, D.D., Twin Falls, has been 


Winter Park, Modern Medicine in 


placed in charge of the administration of the Idaho State 
Mental Hospital at Blackfoot. Dr. Charles R. Lowe will 
continue in charge of the medical and surgical work at the 
hospital, it is reported. 


Society News.—Dr. Paul W. Johnson, Lewiston, addressed 
the North Idaho Medical Society at a meeting in Lewiston, 
recently; his paper was entitled “X-Ray Examination of the 
Gallbiadder.” Dr. Willard O. Clark, Lewiston, was elected 
president to succeed Dr. Paul G. Haury, Lewiston; Dr. Albert 
B. Pappenhagen, Orofino, vice president, and Dr. Joseph E. 
Baldeck, Genesee, secretary. 


ILLINOIS 


Society News.—Chauncey D. Leake, Ph.D., professor of 
pharmacology, University of California Medical School, dis- 
cussed ‘Central Nervous System Depressant Drugs” before 
the Sangamon County Medical Society, Springfield, April 1. 
—The Peoria City Medical Society will be addressed April 
20 in Peoria by Drs. Robert E, Plunkett, Troy, N. Y., general 
superintendent of tuberculosis hospitals, New York State 
Department of Health, on “The Role of the Family Physician 
in the Control of Tuberculosis” and Maxim Pollak, “Results of 
Tuberculosis Control in Peoria.” Dr. James H. Hutton, 
Chicago, addressed the St. Clair County Medical Society, East 
St. Louis, March 4, on “Endocrine Disorders.” 





Chicago 

Lecture Postponed.—The first lecture under the Elizabeth 
McCormick Child Research Grant, which was to have been 
delivered April 16 by Dr. Alfred H. Washburn, director of 
the Child Research Council of the University of Colorado, 
Denver, has been postponed. This is a new grant not to 
exceed $1,000 to be given annually to the Institute of Medicine 
ot Chicago by the Elizabeth McCormick Memorial Fund. 


University News.—Plans are under way to establish a 
medical historical museum at Loyola University School of 
Medicine. A portrait of the late William C. Austin, Ph.D., 
pProtessor and head of the department of physiologic chemistry 
at the school, has been presented to the school’s library——An 
evening course in physical therapy began at Northwestern Uni- 
versity Medical School, April 5, and will continue until June 
15. Further information may be obtained from Dr. John S, 
Coulter at Northwestern. 

Dr. Carlson Lectures on Endocrines.—Dr. Anton L 
Carlson, professor and head of the department of physiology, 
School of Medicine, Division of Biological Sciences, University 


NEWS 1267 


of Chicago, discussed the control of the endocrine glands at 
Loyola University School of Medicine, April 2. The lecture 
was the ninth of an annual series established in 1929 by Alpha 
Omega chapter of Phi Beta Pi medical fraternity in memory 
of the late Dr. Samuel A. Matthews, who was professor and 
head of the department of physiology, pharmacology and thera- 
peutics at Loyola. 


IOWA 


Society News.—Dr. William F. Snow, New York, among 
others, will address the Pottawattamie County Medical Society, 
April 12, in Council Bluffs; his subject will be “A Proposed 
Program for Venereal Disease Control.” Dr. Edward N. Cook, 
Rochester, Minn., among others, addressed the society March 
22 on “The Use of Mandelic Acid in the Treatment of Urinary 
Infections.” 


KANSAS 


Executive Secretary for Sedgwick County.—\Mr. Jack 
Austin, Blackwell, Okla., has been appointed executive secre- 
tary of the Sedgwick County Medical Society, Wichita, suc- 
ceeding Mac F. Cahal, who resigned to become field secretary 
of the American Roentgen Ray Society, American Radium 
Society, Radiological Society of North America and the Ameri- 
can College of Radiology. Since 1935 Mr. Austin has been 
city editor of the Blackwell Tribune. 

Neuropsychiatry in General Practice.—The third annual 
graduate course on neuropsychiatry in general practice will be 
held at the Menninger Clinic, Topeka, April 19-25. In addi- 
tion to members of the clinic, the guest speakers will be: 

Dr. Franklin G. Ebaugh, professor of 
Colorado School of Medicine, Denver. 

Dr. Winchell McK. Craig, associate professor of neurosurgery, 
versity of Minnesota Graduate School of Medicine, Rochester. 

Dr. James W. Kernohan, associate professor of pathology, University 


of Minnesota Graduate School of Medicine, Rochester. 


psychiatry, University of 


Uni- 


KENTUCKY 


Society News.—At a meeting of the Third District Medical 
Society in Bowling Green, March 17, the speakers included 
Drs. William R. Cate and Robert E. Sullivan, Nashville, Tenn., 
on “Thyrotoxic Heart Disease” and “Treatment of Acute Upper 
Respiratory Infections” respectively. A bicounty medical 
society for Bracken and Pendleton counties was organized at 
a meeting in Falmouth, March 18. Dr. James M. Stevenson, 
3rooksville, was elected president and Dr. William A. McKen- 
ney, Falmouth, secretary. Dr. Russell E. Teague, Paducah, 
addressed the McCracken County Medical Society, Paducah, 
March 24, on control of syphilis. Dr. Caspar L. Wood- 
bridge, Middlesboro, presented a paper on traumatic corneal 
ulcer at a meeting of the Bell County Medical Society, Mid- 
dlesboro, March 19. 











LOUISIANA 


Personal.—Sir Aldo Castellani has returned to his duties 
as professor of tropical medicine at Louisiana State Univer- 
sity Medical Center, New Orleans. Dr. Castellani was in 
charge of the health and sanitation of the Italian army during 
the campaign in Ethiopia. 

Society News.—At a meeting of the East and West Feli- 
ciana Bi-Parish Medical Society in Jackson, February 3, Drs. 
H. Guy Riche, Baton Rouge, discussed “Heart Disease in 
Pregnancy”; Edgar Burns, New Orleans, “Stone Formation 
in the Urinary Tract,” and Guy L. Odom, Jackson, “Artificial 
Therapy in Paresis or Neurosyphilis.-——The LaFourche Val- 
ley Medical Society was addressed in Thibodaux, February 10, 
by Drs. John G. Menville, New Orleans, on “Treatment of 
Infection of the Lower Urinary Tract” and Percy H. Le Blanc, 
Donaldsville, “Bacteriophage as a Therapeutic Agent.” —— 
Dr. Sydney Jacobs, New Orleans, among others, addressed the 
Tuberculosis and Public Health Association of Louisiana, Jan- 
uary 27, on “The Present Outlook for the Tuberculous Patient.” 
Dr. John O. McReynolds, Dallas, Texas, addressed the 
New Orleans Eye, Ear, Nose and Throat Club recently on 
various ophthalmic operations. 


MAINE 


Radium Placed at Disposal of City.—A supply of 110 
mg. of radium has been made available to the city of Portland 
for use in the treatment at the Farrington Hospital of cancer 
patients who are without funds. The radium is the property 
of Dr. Adam P. Leighton, who is lending it as a contribution 
to the national campaign against cancer. Dr. Leighton is 
secretary of the state board of registration in medicine. 














MARYLAND 


Society News.— Dr. Claud C. Smink discussed chronic 
arthritis before the Maryland Academy of Medicine and Sur- 
gery, Baltimore, March 16. Other speakers included Drs. 
Thomas B. Aycock on “Present Status of the Surgical Treat- 
ment of Hypertension” and Edgar B. Friedenwald and George 
B. Mansdorfer, “Spontaneous Pneumothorax.” 


MASSACHUSETTS 


Prize for Paper on Gynecology.— The New England 
Obstetrical and Gynecological Society has recently established 
an annual prize of $250 for the best essay on either obstetrics 
or gynecology. Interns serving at any hospital in New England 
having an obstetric service are eligible. Members of the 
executive committee of the society will act as judges. 

Lectures on Alcoholism.—The social service committee of 
the Boston City Hospital and the advisory committee for the 
study of alcoholism began a series of lectures on alcoholism 
at the Mallory Institute of Pathology, March 15. Coming 
lectures include: 

Dr. Leo Alexander, April 12, Neuropathological Aspects of Alcoholism. 

Dr. Timothy Leary, April 26, Alcoholism as a Medicolegal Problem. : 

Miss Mildred G. Gray, May 3, assistant in pharmacology, Boston Uni- 

versity School of Medicine, The Physiological Effects of Alcohol. 

Dr. Jackson M. Thomas, May 10, Alcoholism and Mental Disease. 

Dr. Robert E. Fleming, May 17, Treatment of Chronic Alcoholism. 

Miss Mabel R. Wilson, director of medical social service, Boston City 

Hospital, May 24, Alcoholism as a Problem in Medical Social Service. 

The advisory committee is sponsoring a WPA survey of 

alcoholic patients at the hospital. 


MICHIGAN 


Proposed National Department of Health.—The Michi- 
gan State Medical Society adopted a resolution recommending, 
in the event of any reorganizing process affecting the U. S. 
Public Health Service, the creation of a department of public 
health in the national government to include all activities in 
the field of preventive medicine now performed by the various 
departments. This action was taken in support of a similar 
action of the Board of a of the American Medical 
Association at a meeting early in January. The society fur- 
ther recommends that the pc oi and direction of such a 
department should be in the hands of a competently trained 
physician, experienced in executive administration. 

Society News.— The Washtenaw County Medical Society 
and the Washtenaw County Bar Association were guests of 
the Ann Arbor Lawyers Association, February 18; Lieut. 
Harold Mulbar of the Michigan State Police discussed the lie 
detector. Dr. Paul B. Magnuson, Chicago, discussed ‘“Frac- 
tures of the Neck of the Femur” before the Kalamazoo Acad- 
emy of Medicine, February 16. Dr. Herbert Worley Kendell, 
Dayton, Ohio, discussed “Present Status of Fever Therapy” 
before the Calhoun County Medical Society, Battle Creek, 
March 2. Dr. Norman F. Miller, professor of obstetrics 
and gynecology, University of Michigan Medical School, Ann 
Arbor, March 3, addressed the Genesee County Medical Society 
on acute conditions in the lower part of the abdomen in women. 


MISSOURI 


Dr. Sachs Honored.—Dr. Ernest Sachs, professor of clini- 
cal neurologic surgery at Washington University School of 
Medicine, St. Louis, since 1919, when the post was created, 
was honored at a dinner at the Jefferson Hotel, March 20. 
A silver plaque bearing a reproduction of his favorite surgical 
instrument was presented to him and the following inscrip- 
tion: “From the Fellows he has trained in neurological sur- 
gery during his first twenty-five years of continuous teaching, 
1912-1937.” Major Philip P. Green, U. S. Army, Hot Springs 
National Park, one of the twenty graduate fellows whom 
Dr. Sachs has trained, made the presentation. Dr. Leonard 
T. Furlow, St. Louis, another of the group, presided at the 
dinner, and the speakers included Drs. Barney Brooks, Nash- 
ville, Tenn., and Evarts A. Graham and Sidney I. Schwab, 
St. Louis. Dr. Sachs, who is 58, was graduated from Johns 
Hopkins University School of Medicine in 1904 and holds the 
first professorship of neurologic surgery created in any Ameri- 
can university. 

Gifts for Cancer Research.—St. Louis University School 
of Medicine. St. Louis, has received two gifts from anonymous 
donors to aid in cancer research and treatment, according to 
the St. Louis Globe Democrat. One, consisting of 705 acres 











of farm land, valued at about $75,000, in Mississippi County, 
Ark., will not be available for use by the school until the 
death of the donors; the second is $7,000 to purchase radium 
for the benefit of indigent cancer patients. 


According to the 
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report, the fund will be sufficient to purchase 180 mg. of 
radium in the form of needles and accessory equipment with 
servicing for five years. It will be named the Margaret and 
Elizabeth Radium Service and is open to donations from other 
persons. This will be the first radium the school has owned; 
its supply has been rented in the past. The income from the 
land will be used to establish a foundation for research on 
cancer. Both gifts will make it possible to augment the cancer 
program at the school, which is under the supervision of 
Dr. Albert E. Casey, associate professor and chairman of the 
department of pathology and other members of the cancer study 
committee: Drs. Charles F. Sherwin, chairman, Goronwy 0. 
Broun, John Grey Jones, Lex G. McCutcheon and Norman 
Tobias. 


MONTANA 


Personal.—Dr. Charles E. K. Vidal has retired as medical 
superintendent of the Montana State Tuberculosis Sanitarium, 
Deer Lodge, effective May 1. He has been associated with 
the sanatorium for eighteen years. Dr. Vidal was honored at 
a meeting of the Mount Powell Medical Society, March 15, 
in Galen. 


NEVADA 


Society News.—Dr. Louis E. Lombardi, Reno, was elected 
president of the Washoe County Medical Society recently, and 
Dr. Turyman C. Harper, Reno, secretary. 

Annual Registration Due May 1.—All persons holding 
licenses to practice medicine in Nevada are required by law 
to pay annually to the treasurer of the Board of Medical 
Examiners, on or before May 1, a tax of $2. Failure to do 
so operates to forfeit a licentiate’s right to practice medicine, 
and his license to practice can be reinstated thereafter only 
on the payment of a $10 penalty. 


NEW JERSEY 


Mosquito Control Report.— The New Jersey Mosquito 
Extermination Association announces that it will receive appli- 
cations for copies of the proceedings of its annual meeting up 
to May 10. Remit 75 cents to the secretary, Thomas J. 
Headlee, State Experiment Station, New Brunswick. The 
usual review of mosquito control work throughout the world 
will be included. Publication is scheduled for June 10. 


Graduate Lectures.—A series of graduate lectures in medi- 
cine is being presented for the Atlantic and Cape May county 
medical societies at the Hotel Chalfonte, Atlantic City, with 
Philadelphia physicians as the speakers. The list is as follows: 


Dr. David Riesman, Recent Advances in Medicine, March 10. 

Dr. John A. Kolmer, Serum Therapy, March 17, and The Present 
Status of Vaccine Therapy, March 24. 

wae age A. Kern, Present Day Use of Nonspecific Protein Therapy, 
March 31. 

Dr. John Claxton Gittings, Prevention of Nutritional Disorders and 
Deficiency Diseases, April 

Dr. Ralph M. Tyson, Prevention of Communicable Diseases in Child- 
hood, April 14. 


NEW YORK 


Personal.—Dr. John T. Howell, Newburgh, recently com- 
pleted fifty years in the practice of medicine. He has been 
president of both the Orange County and Newburgh Bay medi- 
cal societies and has written a history of the county society. 
He organized the Newburgh Medical Library and has been 
its only librarian, according to the New York State Journal 
of Medicine. 

Unlicensed Practitioner Convicted.—The state board of 
medical examiners recently reported that Charles Richardson, 
Rochester, was convicted of practicing without a license Jan- 
uary 29 and sentence was suspended. Newspapers reported 
that Richardson was the proprietor of the “Richardson Sana- 
torium,” where he happened to give medical advice to an 
investigator for the state. 


New York City 


Seventh Harvey Lecture.—Dr. Cyril N. H. Long, pro- 
fessor of physiologic-.chemistry, Yale University School of 
Medicine, New Haven, Conn., will deliver the seventh Harvey 
Society Lecture of the current series at the New York Acad- 
emy of Medicine, April 12. His subject will be “The Influence 
of the Pituitary and Adrenal Glands on Pancreatic Diabetes.” 


Hospital News.—The Arthur B. Duel Facial Palsy Clinic 


has been established at the Manhattan Eye, Ear and Throat - 


Hospital in memory of the late Dr. Duel, who founded a clinic 
for facial palsy in the hospital in 1933 and was in charge 0 
it until his death. Dr. Thomas G. Tickle, a former associate 
of Dr. Duel, is in charge of the clinic and will offer a course in 
the surgical technic and treatment of facial paralysis. 
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MEDICAL 


Physicist Killed by X-Ray Machine.—Wesley M. Coates, 
Ph.D., physicist of Crocker Institute for Cancer Research, 
Columbia University, was killed instantly, March 20, when he 
accidentally came in contact with the power lines of the new 
million-volt x-ray machine installed in Presbyterian Hospital. 
Dr. Coates received his academic training at the University 
of California, was a member of the department of physics at 
Columbia, and during the past year had assisted in the installa- 
tion of the new x-ray apparatus, which was completed only a 
few weeks ago. He was about 35 years of age. 

Lectures on Bright’s Disease and Hypertension. — A 
series of lectures is being offered this month at New York 
Post-Graduate Medical School and Hospital on “Bright’s Dis- 
ease and Hypertension.” Dr. Will C. Spain gave the first 
lecture, on “Allergy as a Cause of Migraine and Hypertensive 
Headache,” and Dr. William Goldring the second, on “Modern 
Aspects of Renal Function in Relation to Bright’s Disease.” 
Coming lectures are: 

Dr. Irvine H. Page, Surgical Treatment of Hypertension, April 15. 

Dr. Albert A. Epstein, So-Called Lipoid Nephrosis or Diabetes Albu- 

minuricus, April 22. 

Dr. Arthur M. Fishberg, The Heart in Bright’s Disease, April 29. 

Personal.—Dr. Meredith Fairfax Campbell, clinical pro- 
fessor of urology, New York University College of Medicine, 
has been promoted to be professor of urology, succeeding 
Dr. Alfred Townsend Osgood, who has become professor 
emeritus, Dr. James P. Croce, clinical professor of internal 
medicine at the New York Polyclinic Medical School and 
Hospital, has been made professor of internal medicine and 
Dr. Howard Sheffield Jeck, New York, has been appointed 
proiessor of urology. Dr. Richard H. Bennett has been 
appointed medical director of the Brooklyn Home for Con- 
sumptives, succeeding the late Dr. Luther F. Warren. Dr. Ben- 
nett has been senior attending physician. Homer Folks, 
LL.!)., secretary of the State Charities Aid Association since 
1893. was honored at a dinner at the Waldorf Astoria, Feb- 
ruary 18, celebrating his seventieth birthday. Dr. Henry 
Joachim, Brooklyn, has been appointed by Governor Lehman 
a member of the state industrial council to succeed Dr. Wil- 
liam Linder, 














OHIO 


Hospital News.—Dr. Louis N. Katz, director of cardio- 
vascular research, Michael Reese Hospital, Chicago, lectured 
at the research institute of the Jewish Hospital, Cincinnati, 
recently on “Recent Observations of the Coronary Circulation.” 
Dr. Rous Lectures in Cincinnati—Dr. Francis Peyton 
Rous of the Rockefeller Institute for Medical Research deliv- 
ered a lecture at the University of Cincinnati College of Medi- 
cine, March 29, on “Present Knowledge of the Causation of 
Tumors.” 
Postgraduate Day at Youngstown.—The Mahoning 
County Medical Society will hold its tenth annual “Postgrad- 
uate Day” April 20 with speakers from the University of 
Michigan Medical School, Ann Arbor. Following is the tenta- 
tive program: 
Dr. Albert C. Furstenberg, A Clinical and Anatomical Study of 
Inflammatory Processes in the Mouth and Pharynx. 

Dr. Frank N. Wilson, Coronary Occlusion; Cardiac Failure. 

Dr. Frederick A. Coller, Administration of Fluids to the Sick Patient; 
Surgical Aspects of Gallbladder Disease. 

Dr. Cameron Haight, Treatment of Empyema; Surgical Management 

of Pulmonary Tuberculosis. 


Dr. John M. Sheldon, Skin Hypersensitiveness; A Consideration of 
the Diagnostic Criteria and Specific Management for Allergic Disease. 


PENNSYLVANIA 


Fourteen Physicians in the Legislature.—The Pennsyl- 
vania Medical Journal reports that fourteen physicians are 
members of the legislature. In the senate are Drs. Leroy E. 
Chapman, Warren; George A. Deitrick, Sunbury; Patrick J. 
Henney, McKees Rocks; I. Dana Kahle, Knox; Leo C. Mundy, 
Wilkes-Barre, and George Woodward, Philadelphia. In the 
house of representatives are Drs. Samuel P. Boyer, Johns- 
town; Emlyn T. Davies, Old Forge; Audley O. Hindman, 
Burgettstown; Albert F. Merrell, Hallstead; George J. Sarraf, 
Pittsburgh ; William W. Serrill, Kelletteville; Thomas E. Shea, 
Philadelphia, and Albert J. Valibus, Edwardsville. 


Philadelphia 


Society News.—Dr. John O. Bower, among others, 
addressed the Philadelphia Academy of Surgery, April 5, on 
Prevention of Induced Spreading Peritonitis Complicating 
Acute Perforative Appendicitis."—The program of the East- 
tn Pennsylvania chapter of the Society of American Bac- 
teriologists, February 23, included the following speakers: 
Dr. Baldwin H. E. W. Lucke, on, “The Relation of Viruses 
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to Neoplastic Diseases”; Dr. Joseph Stokes Jr., “Studies in 
Active Immunization Against Human Influenza”; Henry W. 
Scherp, Ph.D., Dr. Irving J. Wolman, Earl W. Flosdorf, 
Ph.D., and Mr. D. R. Shaw, “Studies on Concentration and 
Preservation of the Virus of Poliomyelitis and Influenza,” and 
Dr. John A. Kolmer, Miss Clara Kast and Miss Anna M. 
Rule, “Attempts at the Cultivation of the Virus of Poliomye- 
litis” and “Attempts to Produce Poliomyelitis in Ferrets and 
Other Lower Animals.” 


TENNESSEE 


Medical Activities Among Flood Refugees.—The Mem- 
phis Medical Journal for March contains a preliminary report 
of medical activities among refugees from the Ohio and Mis- 
sissippi floods in late January and early February, that of the 
personnel committee of the Memphis and Shelby County Medi- 
cal Society. A school was converted into an emergency hos- 
pital and offices were established there for the committees in 
charge. From this center medical and clerical staffs were 
organized for the emergency aid stations at the fair grounds 
and the municipal auditorium, a pediatric emergency hospital 
in the juvenile court building and various other units at points 
at which refugees were concentrated. Physicians were fur- 
nished to make sick calls twice a day in all barracks (fifteen 
or twenty in all) and outpatient clinics were set up in several 
of them. A mobile emergency unit was organized with eleven 
young physicians, known as the “flying squadron,” to assist in 
emergencies wherever needed. The Drug Club of Memphis 
had charge of organizing and distributing drugs from a cen- 
tral store room at the school-hospital. Dentists set up equip- 
ment at the fair grounds aid station and had dentists holding 
clinics at regular hours. The available ambulances, including 
private ones as well as others furnished by the army and the 
Tennessee Valley Administration, were organized into a single 
unit, with a central starting stand equipped with telephones 
and operators. The report pays special tribute to the medical 
students of the University of Tennessee, who worked with the 
department of health and the Memphis and Shelby County 
Medical Society. A complete hospital unit was brought to 
Memphis by Dr. Eugene L. Bishop, medical officer of the 
TVA, from Knoxville and placed at the disposal of the society. 
The state commissioner of health also brought a contingent 
to aid the health department in its preventive work. The 
society’s hospital committee reported that from the arrival of 
the refugees up to February 16 there had been 1,657 patients 
hospitalized. The largest number hospitalized any one day 
was 813 on February 4. Beds were available at twenty-one 
different places. 


TEXAS 


Society News.—Dr. Eugene V. Powell, Temple, was 
elected president of the Texas Radiological Society at its 
annual meeting in Abilene recently. Dr. Leon J. Menville, 
New Orleans, conducted a diagnostic clinic on bone tumors 
and made an address at an evening banquet. Papers on con- 
trol of syphilis were presented at a meeting of the Dallas 
County Medical Society, Dallas, April 8, by Drs. James W. 
Bass, Everett C. Fox and Arthur G. Schoch. In addition, 
Dr. Walter G. Reddick spoke on amebiasis and Dr. Sim Driver 
on bone tumors. 





GENERAL 


Place of Pediatric Meeting Changed.— The American 
Pediatric Society will hold its annual meeting at the Homestead, 
Hot Springs, Va., April 29-May 1. The meeting was pre- 
viously scheduled to be held in University. 

Impostor “Brown” — Warning.—A_ Buffalo physician 
reports that a man posing as a clinical pathologist under the 
name Brown has recently victimized a member of the staff of 
the Buffalo City Hospital by persuading him to endorse a 
check for $50. The story resembles closely a report published 
in THE JourNAL, February 13 (page 567). The man said that 
he had automobile trouble and needed ready cash. In Buffalo 
he was looking for a technician in bacteriology, saying that he 
was pathologist and laboratory director for a large hospital in 
Columbus, Ohio. As in Detroit, he presented as his only 
identification a bank book showing deposits. According to the 
report from Buffalo he had a large broad nose, thick lips and 
beautiful white teeth. His skin was thick and deeply furrowed. 
His forehead receded and the occiput tapered backward. The 
hair was black, short, curly, wavy and polished, with some 
gray in it. His skin was not clear white but rather a pale 
yellow. Similar reports have been received from Chicago and 
Davenport, Iowa. 

Society News.—Dr. Charles S. Holt, Fort Smith, Ark., was 
elected president of the Missouri Pacific Medical Association, 
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January 29, at its annual meeting in Little Rock; Drs. Robert 
N. Canaday, Dupo, Ill., and William T. Rance, Omaha, vice 
presidents, and Joseph A. Lembeck, St. Louis, reelected secre- 
tary. The American Physiotherapy Association, an organiza- 
tion of technicians, will meet in St. Paul at the Hotel Lowry, 
June 27-July 1 The seventh National Conference on Visual 
Education and Film Exhibition will be held in Chicago, June 
21-24, at the Francis W. Parker School, 330 Webster Avenue. 
Dr. Thomas C. Davison, Atlanta, was chosen president- 
elect of the Southeastern Surgical Congress at its annual meet- 
ing in Charlotte, N. C., March 8-10, and Dr. Fred W. Rankin, 
Lexington, Ky., was installed as president. Dr. Julian L. 
Rawls, Norfolk, Va., was elected vice president and Dr. Ben- 
jamin T. Beasley, Atlanta, was reelected secretary. Next 
year’s meeting will be in Louisville, Ky——Dr. Frederick L. 
Reichert, San Francisco, was chosen president of the Pacific 
Coast Surgical Association at its annual convention in Vic- 
toria, B. C., February 27, and Dr. Harry Glenn Bell, San 
Francisco, reelected secretary. 

Meetings at Atlantic City.—The thirteenth scientific ses- 
sion of the Americé an Heart Association will be held in Atlantic 
City, N. J., June 7-8, at Haddon Hall. The American Neis- 
serian Medical Society will hold its annual meeting June 8 
at the Senator, Atlantic City. The Society for the Study 
of Asthma and Allied Conditions will hold its spring meeting 
at the Chalfonte-Haddon Hall, Atlantic City, May 1— 
The annual luncheon of the Phi Lambda Kappa medical fra- 
ternity will be held Wednesday, June 9, at the Ritz-Carlton 
Hotel, Atlantic City; headquarters for the fraternity will be 
maintained at the same hotel during the annual session of the 
American Medical Association——The American Committee 
on Maternal Welfare, Inc., will have a luncheon meeting at 
the Hotel Dennis, Atlantic City, Wednesday, June 9, at 12:15 
p.m. Addresses will be made by Drs. Malcolm T. MacEachern, 
Chicago; Herman G. Weiskotten, Syracuse, N. Y., and Ray 
Lyman Wilbur, Stanford University, Calif. It is requested 
that tickets be purchased directly from the hotel and well in 
advance, so that the service will be expedited. The annual 
meeting of the American Gastro-Enterological Society will be 
held in Atlantic City, June 7-8. Dr. Russell S. Boles, Phila- 
delphia, is the secretary. 

Mortality Rates in Eighty-Six Cities in 1936.—The U.S. 
Bureau of the Census reports that the death rate in eighty-six 
major cities of the United States for 1936 was 12.3 per thou- 
sand of estimated population, as compared with 11.4 for 1935. 
The actual number of deaths was 458,754, compared with 
427,736 in 1935. Three unusual features of the 1936 figures 
are pointed out. Deaths during February, March and April 
were considerably greater than during the corresponding months 
of the previous year; a widespread heat wave during July 1936 
caused the death rate to reach 17 in that month, and during 
the last week of 1936 there was a sharp increase in deaths, 
reflecting the general increase in deaths from influenza and 
pneumonia during the past winter. The cities with the highest 
rates were Nashville, Tenn., 19.2; Washington, D. C., 18.7; 
New Orleans, 18.6, and Memphis, 18. Among cities with a 
rate appreciably lower than bps general rate were South Bend, 
Ind., 8.1: Yonkers, N. Y., 8.3; Flint, Mich., 8.2; Detroit, 8.4, 
and Akron, Ohio, 8.4. Mew York and Chicago had the same 
rate, 10.8. The provisional infant mortality’ rate was 51 per 
thousand live births. The final rate for 1935 was 54, but since 
the provisional rate generally tends to be somewhat lower than 
the final rate there is no reason to believe that there has been 
an important reduction in infant mortality, the bureau’s report 
states. 

Annual Report of Commonwealth Fund. — During 1936 
the Commonwealth Fund of New York expended $1,967,153, 
more than two thirds of which was for medical research and 
the improvement of medical service in rural areas. For the 
first time in several years a large share went to New York 
institutions, according to the New York Times. The largest 
appropriation was a gift of $250,000 to Columbia University 
College of Physicians and Surgeons to aid in enlarging labora- 
tory facilities for graduate medical education. Funds to pro- 
vide full time psychiatric consultation for staff and students 
of pediatrics were awarded to Babies Hospital and New York 
Hospital and_aid was continued to a study of medical educa- 
tion in New York hospitals sponsored by the New York Acad- 
emy of Medicine. Other appropriations were made to New 
York Hospital for a study of rheumatic fever; Neurological 
Institute for study of the structure and development of the 
brain; to Bellevue Hospital for study of tuberculosis and to 
the New York City Department of Health for its pneumonia 
serum project. Johns Hopkins University School of Medicine, 
Baltimore, received funds to finance studies of high blood pres- 
sure uncomplicated by organic disease, of the chemical nature 
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of insulin and of placental extract in the treatment of measles 
and other virus infections. Scholarships were awarded to 
physicians in Tennessee, Mississippi and the northern New 
England states for periods of graduate study in Harvard, 
Tulane, Vanderbilt and other medical schools. Continuing its 
program of building small hospitals in cooperation with local 
authorities, the fund completed the seventh of these hospitals 
at Kingsport, Tenn., began the eighth at Tupelo, Miss., and 
awarded the ninth to Ada, Okla. Aid was also given to 
improvement of public health service in Tennessee, Mississippi 
and Massachusetts. 

American College of Physicians.—The twenty-first annual 
session of the American College of Physicians will be held 
at the New Jefferson Hotel, St. Louis, April 19-23. A. spe- 
cial feature of the program is a course of morning lectures, 
consisting of three symposiums on tuberculosis, infectious dis- 
eases and diabetes mellitus, and a mixed program. A depar- 
ture this year is the series of round table discussions, which 
have been arranged so as not to conflict with the morning 
lectures and hospital clinics. Following are the leaders in the 
discussions and the topics: 

Dr. Elliott P. Joslin, clinical professor of medicine, Harvard University 

Medical School, Boston, Diabetes Mellitus. 

Dr. Thomas Parran, surgeon general, U. S. Public Health Service, 
Washington, D. C., Public Health Aspects of Syphilis. 

Dr. Samuel A. Levine, assistant professor of medicine, Harvard Uni- 
versity Medical School, Boston, Cardiovascular Problems. 

Dr. James Alexander Miller, professor of clinical medicine. Columbia 
University College of Physicians and Surgeons, New York, Pul- 
monary Tuberculosis. 

Dr. Walter C. Alvarez, professor of medicine, University of Minnesota 
Graduate School of Medicine, Rochester, Gastro-Enterology. 

Dr. Henry E. Meleney, associate professor of preventive medicine and 
public health, V anderbilt University School of Medicine, Nashville, 
Tenn., Amebiasis and Malaria, Diagnosis and Treatment. 

Dr. Robert A. Cooke, assistant professor of clinical medicine, Cornell 
University Medical College, New York, Allergy. 

Dr. O. H. Perry Pepper, professor of medicine, University of Pennsyl- 
vania School of Medicine, Philadelphia, Diseases of the Blood. 

Dr. Udo J. Wile, professor of dermatology and syphilology, University 
of Michigan Medical School, Ann Arbor, Treatment of Various 
Phases of Syphilis. 

The annual smoker will be held Monday evening. The John 
Phillips Memorial Medal for 1936-1937 will be presented during 
the convocation ceremony Wednesday evening to Dr. Richard 
FE. Shope of the Rockefeller Institute for Medical Research, 
Princeton, N. J. Following this ceremony John Dewey, LL.D., 
professor emeritus of philosophy, Columbia University, New 
York, will deliver the convocational oration on “The Unity 
of Man.” Thursday morning a pilgrimage to the grave of 
William Beaumont is planned. In the evening Dr. Alfred 
Stengel, Philadelphia, will be the toastmaster at the annual 
banquet. The speaker will be Dr. Logan Clendening, Kansas 
City, Mo., on “American Medical Shrines.” 


FOREIGN 


Personal.—Dr. John Stirling Young, professor of pathology 
in the Queen’s University, Belfast, has been appointed profes- 
sor of pathology at the University of Aberdeen, Scotland, to 
succeed Prof. Theodore Shennan, who resigned. Sir Joseph 
Barcroft, professor of physiology at the University of Cam- 
bridge, will retire at the end of September, the Lancet reports, 
and will be succeeded by Dr. Edgar Douglas Adrian, Fouler- 
ton professor of the Royal Society and fellow of Trinity Col- 
lege, Cambridge. Dr. Adrian shared the Nobel Prize in 
medicine and physiology with Sir Charles Sherrington in 1932. 


Society News.— The International Congress of Military 
Medicine and Pharmacy will be held in Bucharest, June 2-10. 
The secretary-general is M. Popescu Buzeu, Institut Sanitary 
Militar, Bucarest, Ile, Rumania. —— The sixth International 
Congress on Rheumatism, sponsored by the International 
League Against Rheumatism, will be held in Oxford, England, 
about the end of March 1938. . J. F. L. Van Breemen, 
Keizersgracht 489/491, Amsterdam, is the secretary ———The 
fourth International Congress on the History of Science will 
be held in Prague, September 22-27. The Medical Society 
of Vienna will celebrate its one hundredth anniversary with 
clinics and lectures from May 19 to May 29. Among those 
who will take part in the program will be: 


Dr. Paul Clairmont, Zurich, Actinomycosis. 

Dr. R. Leriche, Strasbourg, New Principles in Surgery. 

Dr. Friedrich von Miller, Munich, The Arthritic Diathesis. 

Dr. Otto Naegeli, Zurich, Significance of Diagnosis of Disease Groups, 
a Special Reference to Diseases Difficult to Recognize. 

Erich Lexer, Munich, Wound Infections. 

vr. Walter Stoeckel, Berlin, Prophylactic Work of the Gynecologist. 

Dr. Ferdinand Sauerbruch, Berlin, Development of Medicine in ¢ 
Nineteenth and Twentieth Centuries. 


Among other speakers whose subjects were not announced 
were Drs. Karl F. Wenckebach, Anton von Eiselsberg and 
Julius Wagner-Jauregg, all of Vienna. Various special socie- 
ties will hold meetings during the period of celebration. 
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FOREIGN 


Foreign Letters 


LONDON 
(From Our Regular Correspondent) 
March 13, 1937. 

Special Tax Proposed for Foods with Health Claims 

The attempts of the British Medical Association to grapple 
with the nostrum evil have been described before (THE Jour- 
nat, Dec. 5, 1936, p. 1900). Immense sums are spent on 
these “patent medicines,” for which more or less fraudulent 
claims are widely advertised. A bill, made so moderate as to 
secure the support of newspaper and advertising associations 
and representatives of the drug trade, which would therefore 
have checked only the worst evils, was lost in consequence of 
misleading propaganda (THE JourNAL, May 23, 1936, p. 1829). 
A tax is levied on “patent medicines” from which a consider- 
able revenue is derived. But in these days when the govern- 
ment is so active in promoting the health of the people it 
cannot continue to ignore the evil of fraudulent claims. 

The reform of medicine stamp duties has been the subject 
of report of a select committee of the House of Commons. 
It proposed that preparations or substances of any sort which 
are recommended, held out or advertised in any way for the 
prevention, cure or relief of any human ailment shall be liable 
to duty. The revised scale of duty suggested is graded from 
0.25 cent to 2 cents for articles costing up to 12 cents and 2 
cents for every 12 cents over that price. If it is decided to 
adopt an ad valorem duty the committee recommends 16274 per 
cent. It is suggested that exemption should be granted to all 
medicines recommended and sold solely to physicians or dentists 
or supplied to pharmacists for use in dispensing physicians’ pre- 
scriptions. The committee also advises considering the advisa- 
bility of taxing foods and certain appliances, beverages and other 
preparations widely advertised as having properties beneficial to 
health. The report gives two estimates as to the turnover of 





those engaged in the manufacture of “patent medicines’—a con- 
servative one of $100,000,000 and a higher one of $140,000,000, 
depending on an unknown element. On the basis of the for- 
mer, the duty of 1624 per cent would yield $16,500,000. Should 
control of the trade in medicines be deemed desirable for the 
protection of the public, the committee believes that the best 
method of achieving this would be a system of examination 
and registration of all advertised medicines and appliances. 
This last recommendation is too weak. It does not meet the 
worst evils, such as nostrums advertised for the cure of tuber- 
culosis or diabetes, which should not be allowed. Moreover, 
registration would be thought by the ignorant to be some sort 
of a guaranty of respectability. 


The Diagnosis and Treatment of Acute 
Poliomyelitis 

The Ministry of Health has issued a revised pamphlet on 
acute poliomyelitis in which recent advances in the pathology, 
diagnosis and treatment are reviewed. It is pointed out that 
the initial symptoms are indistinguishable from those of other 
infections, but signs of lesions of the central nervous system 
May appear rapidly. The following signs are confirmatory of 
a provisional diagnosis in the preparalytic stage: Spinal sign: 
The patient is disinclined to bend the head forward on account 
of the pain produced, and there is resistance to passive anterior 
flexion of the neck. When he is raised by the shoulders the 
head falls backward and he cannot easily bring it forward 
again. A simple way of eliciting this sign is to ask him to 
kiss his knees. Amoss’s sign: This is a useful modification 
of the spinal sign in older children. When placed in the sitting 
Posture and asked to fold his arms the child may attempt to 
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do so but quickly reverts to the position in which part of 
the body weight is borne by the arms, which thus makes three 
legs of a tripod, the spine being the third. 

When stiffness of the spine or resistance of the neck to 
passive flexion supervenes, associated with headache and fever, 
a provisional diagnosis is justified and the cerebrospinal fluid 
should be examined. As regards the poliencephalitic form, 
implication of the brain, medulla, meninges or spinal nerves 
may give rise to symptoms such as bulbar paralysis or speech 
disturbances. The differential diagnosis from lethargic enceph- 
alitis, cerebrospinal meningitis, tuberculous meningitis or septic 
meningitis is made by the previous history and the presence 
of other cases in the vicinity, with examination of the cere- 
brospinal fluid. 

The results of serum treatment reported by different observ- 
ers are contradictory. American workers have been skeptical, 
in view of the grave after-effects. The Ministry of Health 
is sufficiently impressed to give the following rules: 1. Con- 
valescent serum should be given as early as possible; i. e., 
immediately after any sign of spinal involvement and lumbar 
puncture have confirmed the diagnosis. 2. The serum may 
be administered at the time of, or as soon as possible after, 
diagnostic lumbar - puncture, provided the quantity injected 
does not exceed the amount of fluid withdrawn. A _ suitable 
intrathecal dose is about 20 cc., with 30-50 cc. given by other 
routes (intravenous or intramuscular). If no improvement is 
observed, the administration may be repeated within twenty- 
four hours. 3. The serum should be given only by an experi- 
enced physician or a clinical pathologist versed in the technic 
of intrathecal and intravenous administration. 

Precautions against infection should be taken. It is difficult 
to say how long a patient remains infectious, but the ministry 
recommends isolation from other children for six weeks and 
limiting association with him to that necessary for care and 
nursing. Those in attendance should bear in mind that infec- 
tion may be conveyed from the nasopharyngeal secretions, 
urine and excreta. A strictly surgical standard of nursing is 
therefore indicated, with use of nasal sprays or douches and 
gargling. Children in the affected household should remain 
away from school for three weeks after isolation of the patient. 
The balance of evidence is in favor of not closing residential 
schools on the appearance of poliomyelitis, which would only 
more widely distribute any potential infection. 


Asthma Research 


The report of the Asthma Research Council for 1936 has 
been published. The council cannot offer individual advice but 
is gratified to hear from all parts of the world that patients 
are deriving benefit from the exercises described in their pam- 
phlet (reviewed in a previous letter). The treatment at the 
centers of the council in various hospitals is described. At 
St. Mary’s Hospital, London, the treatment may be divided 
into (1) desensitization, (2) antibacterial and (3) psychologic. 
The psychologic factor has always been regarded as of great 
interest at this clinic. For many years it has been clear that 
a psychologic upset may precipitate an attack of asthma, urti- 
caria or eczema and that, on the other hand, these diseases 
may produce a psychologic upset. Dr. Wittkower believes not 
only that asthmatic persons tend to be psychologically abnormal 
but that asthma and allied diseases tend to occur particularly 
in those whose lives have been psychologically blighted at an 
early age. Further he holds, in common with most psychiatrists, 
that asthma and eczema are often symbolic of some mental 
trouble and that therefore the physical disease may be a relief 
from neural tension, such as anxiety, and so may be an advan- 
tage in affording escape from something worse. While admit- 
ting that such cases occur, the Asthma Research Clinic as a 
whole does not accept this as a general principle. 
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Sensitization to mold spores is found to play a big part in 
locality asthma. Warned by previous difficulties in myologic 
research, the clinic has treated these cases by dust collected in 
the patient’s house by a vacuum cleaner. It has not succeeded 
in making dust into a stock extract for testing purposes or a 
stock vaccine for treatment, since the ingredients of the dust 
depend almost entirely on local factors. A number of successes 
have been scored with “autogenous” dust extracts, but there 
have also been many failures and research is proceeding on 
this point. 

The separate hay fever clinic commences at the beginning of 
March each year and ends in July. There has been a great 
extension of the principle of self inoculation, on the whole 
with satisfactory results. Those who are temperamentally or 
intellectually unsuited for self inoculation receive all their 
treatment at the clinic. In addition to this prophylactic desen- 
sitization, many apply for treatment during the actual season. 
These have received the customary small doses, often with 
marked benefit. This is taken’ to show that there are two 
immunologic principles, for the slight stimulus from a dose of 
100 units cannot act in the same way as the draining away 
or neutralizing of sensitivity by repeated doses of 100,000 units. 
This duality is confirmed by the recent work of Coke and his 
collaborators in America. Their results indicate that specific 
pollen therapy may engender a curious type of antibody which 
inhibits the reaction of sensitized cells to the specific pollen 
extract, and they report favorably on the results of transfu- 
sion of whole blood or serum containing this antibody in 


untreated cases of hay fever. 


PARIS 
(From Our Regular Correspondent) 
March 12, 1937. 
Criticism of Social Insurance Law by One of 
the Insured 


The medical profession in France is so accustomed to read 
criticisms from the physician's standpoint of the recently (1935) 
modified social insurance law that it appeared to be of interest 
to hear the other side; i. e., how the insured worker looks at 
the law. In the effort to do so an intelligent electrician was 
asked to look over the various paragraphs of a “guide for 
physicians” recently issued by the Central Federation of Medi- 
cal Syndicates. The paragraphs and corresponding suggestions 
of the insured worker are as follows: 

Paragraph 1. The insured worker reimburses the medical 
attendant directly for all services and the latter signs the 
“sickness blank” stating the sum paid. 

Criticism: It frequently happens that the insured worker 
does not have sufficient funds to pay immediately for medical 
services; hence it would be better for the caisses or disbursing 
bureaus of the social insurance organization to pay the physi- 
cian and to deduct the sum paid from the indemnity of the 
insured. If the insured cannot pay the physician, the latter 
is obliged by the law to refuse to sign the certificate. The 
result is that frequently the insured does not call a physician, 
because unable to pay for the services in advance, and hence 
many do not receive the needed medical attention. 

Paragraph 2. If the physician treating the insured worker 
desires to call a consultant, a special blank must be given the 
insured worker by the attending physician and this must be 
presented to the local caisse, who gives the necessary permis- 
sion. In emergency cases this formality is temporarily waived 


by the caisse. 

Criticism: The caisses reimburse the insured only an insig- 
nificant sum for consultants. For example, in the city where 
the electrician lives the expense of a consultation is about 200 
francs (about $10) and the insured is reimbursed only to the 
extent of 27 francs. In addition, only two consultations are 
allowed in a given case. 











Jour. A. M. A. 
APRIL 10, 1937 


LETTERS 

Paragraph 3. If an illness lasts more than six months, all 
indemnity ceases except in the cases in which the insured is 
given an invalidity certificate. A relapse that takes place 
within the two months following “apparent cure” is considered 
a new illness. The insured can then be given a second six 
months indemnity period if he files a certificate to the effect 
that he had been “apparently cured” at the termination of the 
first six months period. 

Criticism: There ought not to be any limit to the period 
during which an insured person should be indemnified. In a 
great many cases, to limit indemnity to a six or even twelve 
months period works a hardship on many of the younger 
insured workers, some of whom suffer as the result of hered- 
itary disease. In general, one cannot set a date at which a 
chronic ailment can be considered as “apparently cured.” 

General criticism: The indemnities allowed by various caisses 
vary greatly; for example, the insured electrician paid 300 
francs for his daughter’s tonsillectomy and was reimbursed 
only 76 francs; one of his friends received an indemnity of 
123 francs and another 127 francs in a similar case. The funds 
of the social insurance organization should not be used to help 
out a deficit in the government budget, because there will be 
no money left when the period arrives to pay for old age 
insurance. There has been much criticism of the unwise invest- 
ment of social insurance funds in securities and real estate of 
doubtful cash value. 


The Cerebral Form of Mumps 


Among the nervous complications of mumps, such as menin- 
gitis, meningo-encephalitis or neuritis, one can distinguish cer- 
tain forms that occur toward the end of the infection or prior 
to the glandular manifestation or even independently of any 
other localization due to the virus of mumps. At the Oct. 9, 
1936, meeting of the Société médicale des hopitaux some inter- 
esting cases in which the onset resembled a psychosis were 
reported by Urechia and Elekes of Rumania. The first patient 
was a girl, aged 19 years, who had scarlatina at the age of 5. 
The present illness began suddenly June 12, 1935, with severe 
headache, insomnia, irritability and depression. Three days 
later, mental confusion with incoherence, agitation and _hallu- 
cinations appeared. This condition, resembling an acute psy- 
chosis, persisted for two days more, at which time a left parotid 
swelling was noted, followed by a similar condition of the 
opposite parotid and of both submaxillary salivary glands. The 
mental confusion increased and the general condition became 
worse, the patient dying eight days after the incipient mental 
symptoms. The diagnosis was the primary cerebral form of 
mumps. 

A second patient was a woman, aged 48, whose previous 
history revealed only a serofibrinous pleurisy at the age of 29 
and occurrence of the menopause one year before the present 
illness. The latter began suddenly in the form of marked 
agitation of a maniacal type. Four days after the onset a 
left parotitis appeared, accompanied by signs of marked cardiac 
weakness and followed by involvement of the opposite side a 
few days later. Death from myocarditis occurred on the 
eleventh day after the onset of the mental symptoms. 

These two cases show that mumps may be a far more serious 
infection than is generally believed. 


Protection Against Carbon Monoxide Gas in 
Shelters During War 


At the Dec. 22, 1936, meeting of the Académie de médecine, 
Dr. André Kling read a paper on protection against carbon 
monoxide gas in shelters during war. The explosion of pro- 
jectiles sets free a large quantity of carbon monoxide gas. 
An airplane bomb weighing 200 pounds, containing about 106 
pounds of tolite, liberates, in bursting, 31 cubic meters of carbon 
monoxide, a quantity capable of rendering fatal the air of a 
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space 12 feet high, 24 feet wide and over half a mile long. 
lf a bomb explodes in the earth there is great danger of this 
noxious gas entering water, sewer and other conduits as well 
as subterranean shelters. Hence it is indispensable to deter- 
mine the composition of the air of all shelters, whether at the 
front or in cities subjected to bombardment, to ascertain whether 
the air has not been contaminated. Dr. Kling, who is director 
of the Paris Municipal Laboratory, presented a method, the 
carbon monoxide content being determined with hopcalite, 
which was sufficiently accurate and which could be used by 
persons not having any knowledge of chemistry. 


Staphylococcemia Treated Successfully with 
Staphylococcus Anatoxin 

The efficacy of the staphylococcus anatoxin as prepared 
according to the technic elaborated by Professor Ramon of 
the Pasteur Institute has been frequently referred to in these 
letters. A remarkable case of recovery from a severe general- 
ized staphylococcic infection following the use of the anatoxin 
was reported at the Oct. 16, 1936, meeting of the Société 
médicale des hdépitaux by Pagniez, Plichet and Rendu. A man, 
aged 31, was admitted complaining of pain referred to the 
chest, diarrhea and fever accompanied by profuse perspiration, 
of three weeks’ duration. Physical examination revealed only 
numerous crepitant rales over both lungs. There was a marked 
purulent expectoration. The clinical picture was that of a 
severe septicemia, the temperature varying from 103 to 104 F. 
accompanied by profuse perspiration, pains over several joints 
and diarrhea. A blood culture positive for staphylococci was 
obtained for the first time eighteen days after admission, and 
a second one four days later. The staphylocococcus anatoxin 
was begun at this period, eleven injections of 2 cc. being given 
at intervals of eight days. The blood culture was negative 
following the fourth injection. Following drainage of mul- 
tiple superficial foci of suppuration, containing a nonhemolytic 
Staphylococcus aureus, the patient made an uneventful recovery. 


Anomalies in Basal Metabolism in Children 


A paper representing determination of the metabolism rate 
in more than 200 children with thyroid or hypophyseal syn- 
dromes was read at the Dec. 22, 1936, meeting of the Académie 
de médecine by Mouriquand and the Enselmes. The cases were 
divided into groups as follows: 


A. Hyperthyroid states. A certain number presented a 
marked tachycardia in addition to other typical symptoms, but 
the metabolism was normal. Other children presented a more 
typical picture of sympathetic disturbance. Quite often the 
metabolism rate was also normal in such cases. Finally, cases 
with very marked hyperthyroidism symptoms were examined 
and found to have a high metabolism rate up to 70 plus, ending 
fatally in one case, 

B. Hypothyroid states. 1. Classic myxedematous type. In 
general, there is an average lowering in the metabolism rate 
to —30. 2. Hypothyroid type of myxedema, i. e., without skin 
infiltration, representing an attenuated form of the preceding. 
The average lowering of the metabolism was —18. 3. Dwarfism 
type. Here the hypothyroid syndrome is often atypical (formes 
frustes) and the average lowering of the metabolism rate is 
—21. 4. Lymphatic type (clinical picture of lymphatism). 
The lowering of the metabolism rate varies from —12 to — 18. 

C. Hypophyseal states. In only one case in ten was a lower- 
ing of the metabolism rate noted. It was found normal in 
several typical cases of mongolism and chronic encephalopathy. 


Plan to Erect Statue of Laénnec in Paris 


No statue of Laénnec exists at present in Paris. A com- 
mittee headed by Professor Sergent has just been appointed 
to collect funds for a statue to be erected on a site in front 
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of the new laboratory buildings which replace those of the 
Charité hospital. The amphitheater in which Laénnec taught 
in the latter institution still exists and the wards in which the 
discoverer of auscultation first applied this method faced the 
square in which the proposed statue will be placed. Those 
who wish to subscribe can send their contribution to Dr. Doury, 
4 rue de la Muette, Paris (16). 


Laying of Corner Stone of Hygiene Building for 
1937 Exposition 


The Paris Exposition, which will open its doors on the first 
of May, proposes to show the progress made in all human 
activities, especially hygiene. The corner stone of the hygiene 
building was recently laid by M. Henri Sellier, minister of 
public health, aided among others by Professor Tanon, head 
of the department of hygiene at the Medical School of the 
University of Paris. 


Annual Election of Officers of Academy of Medicine 


Prof. Henri Hartmann of Paris was president of the Académie 
de médecine during 1936. His successor for 1937 will be 
Professor Martel. As vice president for 1937 and president in 
1938, Professor Bezangon was elected at the annual meeting 
of the academy, held Dec. 22, 1936. 


BERLIN 
(From Our Regular Correspondent) 
March 8, 1937. 


Decrease in Venereal Disease in German Navy 


How to combat venereal diseases in the defense forces is 
always a difficult problem. Data on venereal infection among 
the men of the German fleet from 1920 to 1935 have been made 
public in the Oeffentlicher Gesundheitsdienst by Dr. Heinrich 
Ruge who, in addition to holding the high naval rank of 
squadron surgeon, is director of the hygienic section of the 
health bureau at the Baltic Naval Station, Kiel. 

The number of venereal disease cases in the fleet has under- 
gone a steady decline since 1924, a year that was marked by 
a definite subsidence of the evil effects of revolution and infla- 
tion. The incidence of all three venereal diseases diminished 
in equal measure. The results obtained in the fight against 
gonorrhea were gratifying despite the well known difficulties 
encountered in the suppression of this disease. The number of 
newly reported cases of gonorrhea amounted to 7.15 per cent 
in 1922; this proportion then underwent a steady decline and 
was only 1.67 per cent in 1934 and 1.51 per cent in 1935. The 
number of relapsed cases fluctuated between 1.1 per cent in 
1922 and 0.2 per cent in 1934. Infections contracted in foreign 
ports constituted an insignificant proporiton of all cases; of 
3,087 gonorrheal infections reported from 1926 to 1930, 199 
(6.4 per cent) were contracted abroad; in the period from 1931 
to 1935 in a total of 2,023 gonorrheal infections, ninety-eight 
(4.8 per cent) were contracted abroad. 

The incidence of syphilis cases presents a similar picture 
excepting that here the decline has been even more pronounced. 
In 1923 the percentage of newly reported cases of syphilis was 
3.45, 3.9 if cases of double infection are included; in 1934 new 
cases of syphilis amounted to a mere 0.15 per cent and no cases 
of double infection were reported. The foregoing figures indi- 
cate, with regard to syphilis, that since 1924 we have been 
passing through the epidemiologic trough of the wave. On the 
other hand a slight increase in the incidence of syphilis has 
been observed in France, and similar increases have been noted 
here and there in both Germany and Italy. Moreover, the 
number of syphilitic infections acquired by German navy men 
abroad has steadily increased, such cases originating chiefly 
in tropical or subtropical regions. The proportion of cases of 
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syphilis contracted abroad was 14.4 per cent in the period from 
1926 to 1930, 20.8 per cent from 1931 to 1935. 

Chancroid is considered a filth disease, and under improved 
hygienic conditions it practically disappears. The proportion of 
patients presenting chancroid in 1923 was still 1 per cent, by 1924 
it had already fallen to 0.3 per cent, and after 1931 it ceased to 
be of any numerical significance. The majority of chancroid 
cases (57 per cent or 163 in a total of 286 cases) were of 
foreign origin. In the majority of instances the infection was 
contracted in a brothel. 

There were twenty-eight cases of climatic bubo (lympho- 
granuloma inguinale) reported in the fleet between 1924 and 
1932. 

The following were set forth as causal factors in this strik- 
ingly abrupt recession of venereal infection of all three types: 
decrease in venereal disease among the population as a whole, 
more adequate instruction and advice to the naval personnel 
on the subject of venereal diseases, better knowledge of the 
sources of infection, and improvement in prophylactic and thera- 
peutic measures. 

New cases of venereal infection reported abroad can almost 
without exception be traced to brothels. The introduction of 
routine instruction to the ships’ people by the doctor was fol- 
lowed by an increase in the number of seronegative primary 
infections recorded and this is a definite indication that fewer 
of the men permitted precious time to elapse before reporting 
The detection of the source of infection is extremely 
important. This was possible in about a third of the cases, and 
75 per cent of the prostitutes involved were identified and sub- 
jected to medical examination. An average of from 60 to 70 
per cent of the women examined were found to be infected and 
9) per cent of those ill presented gonorrhea. Cases of double 
infection with syphilis and gonorrhea were seldom encountered. 


sick. 


Reported cases in which other men were found to have trans- 
mitted venereal infections were extremely rare. Speedy and 
adequate prophylaxis was shown to be of decisive importance. 
Preventive measures are particularly necessary in parts of the 
world where a vast majority of the prostitutes are diseased, 
in seaports adjoining large cities of the tropics for example. 
During the years 1925-1936 approximately 27,000 prophylactic 
treatments were given the men of the German warships in 
foreign waters. These measures proved effective for all but 
1.29 per cent of the men treated. It was found that the inci- 
dence of cases in which prophylaxis was ineffectual increased 
in proportion to the amount of time that had elapsed subsequent 
to sexual intercourse. The manifestation of disease could as a 
rule not be prevented if prophylaxis was not administered within 
five hours following contact. In the period from 1920 to 1923 
conditions had been execrable; there was no routine adminis- 
tration of prophylaxis and the number of venereal infections 
had undergone a sharp increase. Regular prophylaxis was 
reinstituted in 1923 and this incontestably was responsible, in 
part at least, for the marked subsidence of venereal infection 
that has taken place since 1924. The administration of prophy- 
lactic treatment is made as nearly compulsory as_ possible. 
Prophylaxis on board ship in foreign waters is carried on with 
suppositories of strong protein silver and of similar silver 
preparations. This procedure is apparently more effective than 
the instillation of solutions. In addition, following the usual 
washing and after flushing with a mercury bichloride solu- 
tion, a 0.5 per cent mercury bichloride ointment is applied; 
more general use of condoms by the sailors has been an espe- 
cially important prophylactic factor. 


Diagnosis and Treatment in Bronchial Carcinoma 

Professor von Eicken, ordinarius of laryngology at Berlin, 
recently discussed the diagnosis and treatment of bronchial 
carcinoma in the Berlin Medical Society. The apparent increase 
in bronchial carcinoma seems to be ascribable to the fact that 
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diagnosis is now being established with greater frequency than 
in former times. Before the introduction of roentgen examina- 
tions, this particular diagnosis was scarcely ever made. Recently 
bronchoscopy has become an important diagnostic aid; by 
employing this procedure, von Eicken has been able to establish 
incontestable diagnoses in sixteen of twenty cases. Bronchos- 
copy is at the same time of great therapeutic importance in these 
cases, as its use makes possible mechanical removal with the 
scoop-forceps of carcinomatous masses which narrow the 
bronchus and also the placing of radium in the immediate 
vicinity of the carcinoma where the radioactivity will be most 
effective. The position of small radium containers in the 
bronchial tree and the studding of the cancer with radon needles 
are controlled through x-ray visualizations. The pulmonary 
region is often surprisingly well cleared up by means of this 
procedure. Von Eicken explains this by the disappearance of 
a stasis of secretion that has formed as a result of the bronchial 
stenosis. With the cessation of coughing the patient obtains 
considerable relief. Although life may be prolonged by the 
use of this procedure, one cannot of course expect cures to 
result. 

In the discussion of von Eicken’s report it was emphasized 
by the internists present that this procedure should be con- 
sidered an important advance, as by its application the danger 
of gangrene and the formation of abscesses distal to the bron- 
chial carcinoma may be successfully averted. Atelectasis too 
appears to abate in the cases so treated. Roentgen therapy is 
considered to hold no prospect of success in bronchial carcinoma. 
Early diagnosis is important. Bronchoscopic procedures of 
today, if properly carried on, spare the patients the torture 
which they formerly were forced to endure. 


Advertising in the Medical Press 


Although the new régime in Germany has done away with 
the German Medical Professional Press Association, an organi- 
zation with a long standing record of efficiency, one small 
department, the so-called Advertisement Investigation Commit- 
tee, has been permitted to carry on. 

The function of this board has always been the formulation 
of the standards that govern the acceptance or rejection of 
advertising copy by the medical journals. It had accordingly 
been influential in excluding much undesirable material from 
the advertising sections of these publications. The criteria 
applied to proposed advertisements have lately been modified 
on the basis of the new governmental regulation of the entire 
pharmaceutic industry (THE JourNAL, Aug. 22, 1936, p. 599). 
Advertisements of pharmaceutic novelties the composition of 
which is not set forth in the usual works of reference must 
contain a description of the effective substance that will be 
readily comprehended by the medical reader. In the advertise- 
ments of medicaments that cannot legally be dispensed without 
a prescription, as well as iodine and iodine salts, the precise 
content of the effective substances in question must be given. 
It is forbidden to solicit testimonials and recommendations of 
the public. Illustrated advertisements must be in keeping with 
the importance and serious character of the pharmaceutic 
industry. The commission also passes on whether or not a pic- 
ture presents too great an affront to the esthetic sense. The 
commission is also soon to make public the names of those firms 
whose advertising in the medical journals is not to be recom- 
mended. It also possesses the right to forewarn the profession 
against the advertising of certain substances, articles, procedures 
and treatments. 

Some years ago the Advertisement Investigation Committee 
drew up a list of certain types of disapproved advertisements. 
This list has recently beer revived. These efforts to carry for- 
ward a work that has been going on for decades are in them- 
selves most welcome, 
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VIENNA 
(From Our Regular Correspondent) 
Feb. 27, 1937. 
Vital Statistics of Austrian Jews 


The Central Headquarters of Jewish Congregations of Austria, 
located in Vienna, has just published an interesting statistical 
report. In 1923 there were 220,208 Jews resident within the 
republic of Austria (201,513 within Vienna alone). In 1934 
the Jewish population was reported to number 191,481 persons, 
of whom 176,034 were in Vienna. The total decline here repre- 
sented amounted to 13 per cent. This retrogression in the 
Jewish population is in direct contrast to the trend among the 
non-Jewish elements. First among the contributing causes is 
the marked falling off in the Jewish birth rate. In 1923 there 
were still 2,736 Jewish infants born; in 1928 the figure was 
1,362, by 1933 it had fallen to 900 and in 1936 it amounted to 
a mere 757. The number of deaths among Austrian Jews was 
2571 in 1923, 2,669 in 1928, 2,689 in 1933 and 2,757 in 1936. 
A slight increase (by 162 persons) over the previous years in 
the Jewish population was still noted in 1923. But a progres- 
sively larger natural decline is to be observed from 1924 on. 
Numerically the decline progressed as follows: there were 132 
fewer Jews in 1924 than in 1923, 1,307 fewer in 1928, 1,789 
fewer in 1933 and 1,994 fewer in 1936. It is interesting to 
observe also that the number of persons leaving the Jewish 
community has steadily declined (from 1,276 to 534). The 
following causes of fatalities occurring in 1936 were reported: 
heart disease caused 24 per cent of all deaths, cancer 16 per 
cent, disease of the respiratory tract 12 per cent, diseases of 
the blood and vascular system (exclusive of heart disease) 
17 per cent, diseases of the uropoietic system 6 per cent, maras- 
mus 5 per cent, tuberculosis 4.5 per cent. Of Jews who died 
in 1936, 1,451 were of the male sex, 1,264 of the female sex. 
There were thirty-six stillbirths among the 757 births. Of the 
infants born alive, 366 were male, 355 female. There were 
fifty-four children born out of wedlock. The relatively large 
number of Jews who survive to the age of 90 is astonishing. 
In 1928 there were 217 Jews in Austria 90 years of age or over, 
and twenty-two of these persons had attained the age of 100. 
In 1929 there were 255 Jews aged 90 or more (of whom thirty- 
two were centenarians). Two years later the number of per- 
sons over the age of 90 was 266, including twenty-three persons 
aged 100 and three persons who were even older. Among the 
extremely aged the women constantly outnumbered the men 
by about 50 per cent. The number of these longeval persons 
remained virtually constant during the years following 1931. 
As an interesting supplement to the foregoing report on a 
particular element of the Austrian population, one may consider 
a recently published report of the Vienna Municipal Health 
Bureau which deals with the general condition of the Viennese 
population. According to this report there were 208 deaths to 
tach hundred births in Vienna in 1936 and 215 deaths per 
hundred births in 1935 but only eighty-one deaths per hundred 
births in 1913. Altogether there were 11,945 infants born in 
Vienna (in 1936), but 24,869 persons died during the same 
year. There were 37,632 births and 30,613 deaths in 1913. The 
divisions according to cause of death among the Viennese 
population as a whole differ percentally but little from the 
Corresponding proportions among the Jewish inhabitants (Jews 
Constitute 10 per cent of the entire population in Vienna but 
they form only 3 per cent of the entire Austrian population). 
Exceptions are deaths from tuberculosis, which are almost twice 
4s frequent among the non-Jewish as compared with the Jewish 
Population; deaths from cancer are, however, 10 per cent more 
frequent among the Jews. The number of nonagenarians and 
centenarians is also relatively much smaller among the non- 
Jews; in other words, longevity is more conspicuous among 
Jews than among the population as a whole. 
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Presacral Procaine Hydrochloride Injections in 
Sciatica 

Dr. Fenz reported in one of the more recent sessions of the 
Physicians’ Society the treatment of forty cases of sciatica 
with presacral injections of 0.25 per cent solutions of procaine 
hydrochloride. This method was described two years ago by 
Dr. Pend! of Troppau but until now, in spite of the note- 
worthy results reported by Pendl, has received no_ verifi- 
cation from any other source. The procedure is simple. The 
patient lies supine, the legs are spread apart and the knees are 
propped up in a stationary position. A thin needle from 15 
to 20 cm. in length is then introduced into the affected side 
from 1.5 to 2 cm. from the tip of the coccyx. It is next 
advanced, parallel to the os sacrum, within the presacral cavity 
till it reaches a point above the first and second sacral foram- 
ina. In this way the needle enters directly into the vicinity 
of the sacral roots of the nervus ischiadicus. The region is 
then injected with 150 cc. of a 0.25 per cent solution of pro- 
caine hydrochloride and the injection is continued while the 
needle is being withdrawn. The procedure is nearly always 
painless; in the more severe cases it is carried on under nar- 
cosis with the sodium salt of n-methyl-cyclo-hexenyl-methyl bar- 
bituric acid. If skilfully performed, the procedure is quite 
innocuous. It was employed seventy-six times by Dr. Fenz 
without the occurrence of the slightest accident. The inter- 
vention is not infrequently performed under circumstances of 
presacral anesthesia due to loss of nerve conduction. It is 
essential to the favorable performance of this presacral injec- 
tion that a sufficient amount of the solution be deposited at 
the point of exit of the sacral ischiadic roots. Pend! even 
believes that the favorable results are to be attributed more to 
the large amount of fluid injected than to the anesthetic itself. 
The effect of the injection in Fenz’s forty cases was truly 
remarkable; in only fourteen cases was a second injection 
necessary. Of the cases, 85 per cent were completely cured; 
the exceptions were old cases for which all other possible 
therapeutic procedures had been attempted unsuccessfully. Of 
the latter only two remained completely unresponsive; five 
patients were sent home manifestly improved. Follow up of 
the cured patients over the course of from one and a half to 
two years disclosed only two who were not entirely symptom 
free. 


Centenary of Prof. Leopold Schrotter von Kristelli 


The University of Vienna recently celebrated the one hun- 
dredth birthday anniversary of the Viennese physician Professor 
von Schrotter by the solemn unveiling of a memorial in the great 
courtyard on the university campus. Von Schrotter was the 
son of the chemist Anton von Schrdtter, the discoverer of red 
phosphorus. Among his teachers were Hyrtl, Rokitansky and 
Skoda. Von Schrotter became assistant to the last named and 
received from him an excellent foundation in internal medicine. 
At the same time von Schrotter became intensely interested in 
the new specialty of laryngology which Tiirck had founded. 
Von Schrotter devised many new methods of diagnosis and 
examination and was appointed docent in laryngology in 1867. 
He soon was able to secure the establishment of his own 
laryngologic clinic, the first of its kind in the entire world. 
Schrétter served as chief of this clinic (from 1870) and there- 
after laryngology and rhinology also came to assume their 
present-day significance. Thanks to Schrétter and his succes- 
sors (Schnitzler, Stork, Chiari, Hajek) Vienna became the 
center of laryngologic research. The rich harvest of experi- 
mental knowledge garnered in this clinic was put into book 
form by Schrétter himself in his two greatest publications, “Lec- 
tures on Diseases of the Larynx” and “Lectures on Diseases 
of the Trachea.” Schrotter also originated the bouginage 


method for the treatment of laryngeal stenosis and the begin- 
nings of tracheoscopy. It may be recalled that it was Schrotter 
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who (in 1888) correctly diagnosed the malignant affliction of 
the German crown prince (and later emperor) Friedrich of 
Germany. In addition to his activity as chief of the laryngo- 
logic clinic, Schrétter served both as director of the clinic of 
internal medicine (from 1872) and as head of the internal 
section of Rudolf Hospital. In 1890 a large special clinic of 
internal medicine was placed at his disposal at the General 
Hospital. There he conducted a series of instructive lectures, 
which were to become classic. These had to do in particular 
with diseases of the heart, vascular system and respiratory 
tract. Schrétter rendered a signal and fundamental service to 
the modern technic of hydraulic engineering by his investigations 
of caisson disease, a malady that made its appearance with 
modern industrial activities carried on under high atmospheric 
pressure. The most important and far reaching of Schrotter’s 
activities were his efforts on behalf of the campaign against 
tuberculosis. This disease was then known and feared as the 
morbus viennensis. Schrotter was stirred by the vast extent 
of tuberculous infection, the havoc it wrought in the popula- 
tion’s health and the inefficacy of contemporary therapeutics. 
He realized that only fresh air and sunshine, favorable climate 
and a hygienic dietary regimen could be of therapeutic benefit. 
He vigorously campaigned for the establishment of health 
stations in which tuberculous persons of the underprivileged 
classes might receive adequate care and he possessed a fanatical 
belief that tuberculosis might be cured at any stage, provided 
timely treatment could be introduced. Schrotter was actually 
able to effect the establishment of these tuberculosis sanato- 
riums. He was also the initiator and organizer of public edu- 
cation for the prevention of tuberculosis. By the dissemination 
of pamphlets for “the man in the street,” by the placing of 
placards in workshops and factories, and by lectures which 
reached all classes of the population, he succeeded in convinc- 
ing the general public of the value of improved hygiene in the 
prophylaxis of tuberculosis. Schrétter was responsible too for 
the international agreement with regard to all phases of the 
campaign, duly concluded at the International Antituberculosis 
Congress (Paris 1898); thus he was the originator of a veri- 
table “league of nations” arrayed against the disease. The 
circumstances of Schrotter’s death were tragic. At the Inter- 
national Congress of Rhinolaryngology, held at Vienna in 1908, 
he delivered the commemorative addresses in honor of Ttirck 
and Czermak, the fathers of laryngology. He was then 71 
years old. That evening Schrotter entertained a throng of 
visitors to the congress in his home and during the night his 
active life was suddenly cut short by an apoplectic stroke. 





Marriages 


CHARLES DENBEIGH MARCHANT, Harmony Village, Va., to 
Miss Marian Steptoe Fitzhugh of Urbanna, January 28, 

Hersert H. Harris, Rockwell City, Iowa, to Sylvia J. 
Hoffman of Portland, Ore., Oct. 4, 1936. 

Tuomas Earte Martin, Guntersville, Ala., to Miss Celia 
Dean at Alexander City, in February. 

CLARA CurisTiE to Mr. Orrin Henry Eyres Might, both of 
Calgary, Alta., Canada, January 14. 

IsHAM SELLERS Moore Jr., Runge, Texas, to Miss Dorothy 
Cronin of Houston, Dec. 31, 1936. 

FREDERICK TowsLEY Murpuy to Mrs. Frederick M. Alger, 
both of Detroit, in January. 

Epwarp Lee Hopewe.t, Strasburg, Va., to Miss Effie Eliza- 
beth Lively, February 14. 

Dwicut L. Hoop to Mrs. Beulah Harlie, both of Reno, Nev., 
Dec. 18, 1936. 

Tuomas H. Mitton, Kenvir, Ky., to Miss Alice Kammeyer, 
in February, 

FREDERICK E. Rose to Miss Felicia Green, both of St. Louis, 
in January. 
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Deaths 





Randolph Winslow ® Baltimore; University of Maryland 
School of Medicine, Baltimore, 1873; an Affiliate Fellow of 
the American Medical Association; member of the House of 
Delegates of the American Medical Association, 1905-1906, 
1911, 1913, 1916-1923, 1927-1934, and member of the Judicial 
Council, 1915-1922; past president of the Medical and Chirur- 
gical Faculty of Maryland and of the Baltimore City Medi- 
cal Society ; member and past president of the Southern Surgical 
Association; fellow and one of the founders of the American 
College of Surgeons; professor emeritus of surgery at his alma 
mater, professor of surgery, 1902-1920, professor of anatomy and 
clinical surgery, 1891-1902, lecturer of clinical surgery, 1886- 
1891, demonstrator of anatomy, 1880-1886, assistant demon- 
strator of anatomy, 1874-1880, and for many years a regent; 
formerly professor of surgery at the Woman’s Medical College, 
Baltimore; first lieutenant in the medical reserve corps of the 
J. S. Army, 1909-1917; surgeon to the University Hospital; 
was awarded honorary degrees by St. John’s College, Annapolis, 
in 1909, and the University of Maryland in 1924; aged 84; 
died, February 27. 

Henry Benjamin Carey © San Francisco; Northwestern 
University Medical School, Chicago, 1905; began teaching at 
the School of Pharmacy, Northwestern University, in 1900; in 
1906 was appointed professor of botany and pharmacognosy at 
the California College of Pharmacy and continued in that posi- 
tion for thirty years; for many years acted as instructor and 
assistant professor in anatomy and histology in the Dental 
College, University of California; in 1932 he became acting 
dean of the California College of Pharmacy, which in 1934 
became the College of Pharmacy of the University of Cali- 
fornia; aged 60; died, February 4, in the University of Califor- 
nia Hospital, of carcinoma of the stomach. 


William Cotterrell Bane ® Denver; Jefferson Medical 
College of Philadelphia, 1879; member of the American 
Academy of Ophthalmology and Oto-Laryngology and _ the 
American Laryngological, Rhinological and Otological Society; 
fellow of the American College of Surgeons; professor of oto- 
laryngology emeritus, University of Colorado School of Medi- 
cine; member of the staff, St. Joseph’s, Mercy, Presbyterian 
and St. Luke’s hospitals; consultant, Children’s Hospital ; oto- 
laryngologist to Denver Orphans’ Home; consultant oculist for 
the Rock Island Railroad and the Denver and Rio Grande 
Western Railroad; aged 81; died, January 20, of coronary 
thrombosis. 

Joseph Manning Steiner © Greenville, Ala.; Tulane Uni- 
versity of Louisiana Medical Department, New Orleans, 1904; 
member of the American Roentgen Ray Society and the Medical 
Society of the State of New York; served during the World 
War; director of the department of roentgenology, 1924-1932, 
Roosevelt Hospital; formerly on the staffs of the Doctors 
Hospital and the New York Infirmary for Women and Chil- 
dren; aged 56; died, January 27, of an injury received in a fall. 


Howard Frederick Rand, Los Angeles; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1894; for many years assistant surgeon to the Battle Creek 
(Mich.) Sanitarium; superintendent and surgeon to the Boulder, 
Colo., Sanitarium and St. Helena Sanitarium and Hospital, 
Sanitarium, Calif.; surgeon to the Glendale (Calif.) Sanitarium 
and Hospital; aged 77; was killed when struck by an automo- 
bile, January 22. 

Samuel Wakelin Worrell, Patton, Pa.; University of Buf- 
falo School of Medicine, 1892; member of the Medical Society 
of the State of Pennsylvania; for nearly twenty-five years local 
registrar of vital statistics, state health department; health 
officer of Patton Borough and East Carroll Township for many 
years; aged 76; died, January 22, in the Windber (Pa.) Hos- 
pital, of carcinoma of the esophagus. 

Laurence Donald McEvoy, New York; Missouri Medical 
College, St. Louis, 1896; member of the Medical Society of the 
State of New York: veteran of the Spanish-American and 
World wars; aged 70; died, January 29, in the Mount Sinai 
Hospital, of suppurative bronchopneumonia and coronary throm- 
bosis. 

Thomas William Moffitt, Los Angeles; Starling Medical 
College, Columbus, 1893; member of the California Medical 
Association; fellow of the American College of Surgeons; of 
the staff of the Hollywood Hospital; consulting surgeon to the 
Soldiers’ National Home, Sawtelle; aged 66; died, January 4. 


Wilbur Fisk Martin © Colorado Springs, Colo.; College 
of Physicians and Surgeons, Medical Department of Col 
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College, New York, 1887; on the staff of the Beth-El Hospital 
and on the visiting staff of the Glockner Sanatorium and Hos- 
pital; aged 73; died, January 16, of influenza and pneumonia. 


Morris Meyerovitz, Chicago; College of Physicians and 
Surgeons of Chicago, 1890; formerly member of the Illinois 
State Board of Health and the Chicago Plan Commission; at 
one time on the staff of the Cook County Hospital; aged 76; 
died, March 3, of coronary thrombosis and arteriosclerosis. 


Clyde Talbot Bundy ® Earl Park, Ind.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1909; served during the World War; 
aged 52; died, February 18, in St. Elizabeth Hospital, Lafayette, 
of ischiorectal abscess and pulmonary tuberculosis. 

Bethune Freeman McDonald, Palestine, Texas; Tulane 
University of Louisiana School of Medicine, New Orleans, 
1916; member of the State Medical Association of Texas; 
attending physician to the Missouri Pacific Lines Hospital; 
aged 44; died, January 23, of coronary occlusion. 

Charles Sidney Walker ® Keene, N. H.; Dartmouth 
Medical School, Hanover, 1901; past president of the New 
Hampshire Medical Society; served during the World War; 
city physician; on the staff of the Elliott Community Hospital ; 
aged 66; died, January 19, of pneumonia. 

Earl Vincent Morrow, Portland, Ore.; University of 
Oregon Medical School, Portland, 1910; was decorated by 
Belgium, France and America for services during the World 
War; aged 52; died, January 28, in the Virginia Mason Hos- 
pital, Seattle, of coronary thrombosis. 

Charles Kincaid Summers, Nashville, Tenn.; Memphis 
Hospital Medical College, 1899; served during the World War; 
formerly assistant superintendent of the Central State Hospital; 
aged 58; died, January 25, in the Veterans Administration 
Facility, Memphis, of pneumonia. 

Henry George Mauzey, Walla Walla, Wash.; Bellevue 
Hospital Medical College, New York, 1870; member of the 
Washington State Medical Association; was ‘commissioned in 
the army in 1870; aged 88; died, January 31, in St. Mary’s 
Hospital, of bronchopneumonia. 

Albert A. Lowenthal, Chicago; College of Physicians and 
Surgeons of Chicago, 1895; at one time adjunct professor on 
mental diseases at his alma mater; formerly on the staff of the 
Cook County Hospital; aged 63; died, March 19, of coronary 
occlusion and diabetes mellitus. 

Samuel W. Maphis, Warrenton, Va.; University of Mary- 
land School of Medicine, Baltimore, 1893; member of the school 
board; for many years member of the state board of medical 
examiners; aged 69; died, January 26, of heart disease in 
Panama, Canal Zone. 

Alexander Fitzhugh Magruder ® Surgeon Lieutenant 
Commander, U. S. Navy, retired, Washington, D. C.; Colum- 
bian College Medical Department, Washington, 1871; entered 
the navy in 1871 and retired in 1896; aged 87; died, January 
27, of pneumonia. 

Charles Oliver Woodbridge, Saline, Mich.; Detroit Col- 
lege of Medicine, 1904; member of the Michigan State Medical 
Society; member of the city council; aged 56; died, January 
24, in the University Hospital, Ann Arbor, of carcinoma of the 
stomach. 

J. Russell Van Sickle, Santa Monica, Calif.; Detroit Col- 
lege of Medicine, 1906; member of the California Medical 
Association; on the staff of the Wilshire Hospital; aged 56; 
died, January 16, of coronary occlusion and diabetes mellitus. 


William Pitt Mason, Little Boars Head, N. H.; Albany 
(N. Y.) Medical College, 1881; member of the Medical Society 
of the State of New York; aged 83; died, January 25, in North 
Hampton, of cerebral hemorrhage and cerebral sclerosis. 
Silas Alfred McCullough, Pomeroy, Ohio; Starling Med- 
ical College, Columbus, 1904; member of the Ohio State 
Medical Association; county probate judge; formerly county 
health officer; aged 59; died, January 21, of pneumonia. 

Edward Townsend McKenzie, New York; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1901; 
member of the Medical Society of the State of New York; 
aged 64; died, January 28, in the Presbyterian Hospital. 

Charles Fleetwood House, Walters, Okla.; Tulane Uni- 
versity of Louisiana Medical Department, New Orleans, 1901; 
member of the Oklahoma State Medical Association; aged 64; 
died, January 8, in a hospital at Wichita Falls, Texas. 

Walter Dora Lenker ® San Bernardino, Calif.; College of 
Medical Evangelists, Los Angeles, 1918; at one time city and 
County health officer; formerly superintendent of the San Ber- 
Nardino General Hospital; aged 43; died, January 30. 
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Alexander Beaton Chalmers, Fort Erie North, Ont., 
Canada; L.F.P.S. Glasgow, Scotland, 1880; M.B., C.M., Uni- 
versity of Glasgow Medical Faculty, Scotland, 1881; aged 78; 
died, January 8, in the Douglas Memorial Hospital. 


Archibald Joseph Kilgour, Kingston, Ont., Canada; Uni- 
versity of Toronto Faculty of Medicine, 1922; member of the 
American Psychiatric Association; medical superintendent of 
the Ontario Hospital; aged 44; died, January 28. 


H. Nelson Heflin ® Kewanee, Ill.; Minneapolis College of 
Physicians and Surgeons, 1895; formerly health officer of 
Kewanee; on the staffs of the Kewanee Public Hospital and 
St. Francis Hospital; aged 72; died, January 15. 

Horace Lindsley, St. Augustine, Fla.; Hahnemann Medical 
College of Philadelphia, 1887; formerly bank president and 
member of the county board of education; aged 81; died, Jan- 
uary 21, of carcinoma of the descending colon. 


Matthew Vassar Pierce ® Milton, Mass.; Harvard Uni- 
versity Medical School, Boston, 1880; formerly on the staff of 
the Milton Hospital and Convalescent Home; aged 81; died 
suddenly, January 24, of coronary thrombosis. 


William F. Reilly, Cincinnati; Southern Homeopathic 
Medical College, Baltimore, 1895; formerly professor of rhinol- 
ogy and laryngology, Pulte Medical College; aged 80; died, 
January 5, in the Good Samaritan Hospital. 

Philip Graham Reedy, Lisbon, N. D.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1910; served during the World War; 
aged 54; died, Dec. 19, 1936, in Fargo. 

John Parks Gilmer, Los Angeles; Kentucky School of 
Medicine, Louisville, 1899; formerly police surgeon; served 
during the World War; aged 60; died, January 25, of peri- 
tonitis following a ruptured appendix. 

Harry Stanley Lake @ Brightwood, Bethel Township, 
Pa.; Western Pennsylvania Medical College, Pittsburgh, 1899; 
veteran of the Spanish-American and World wars; aged 64; 
died, January 3, of lobar pneumonia. 

Edgar Lawrence Ingersoll ® Ephrata, Wash.; University 
and Bellevue Hospital Medical College, New York, 1899; 
served during the World War; county health officer; aged 64; 
died, January 28, in Spokane. 

George Ellisworth Sutton, San Francisco; University of 
Minnesota Medical School, Minneapolis, 1914; served during 
the World War; fellow of the American College of Surgeons; 
aged 50; died, January 31. 

Robert Wilson Barton, Temple, Texas; Louisville (Ky.) 
Medical College, 1880; one of the founders and for many years 
on the staff of the King’s Daughters’ Clinic and Hospital; aged 
80; died, Dec. 27, 1936. 


William Alexander Chisholm Macdonald, Windsor, Ont., 
Canada; University of Toronto Faculty of Medicine, 1899; 
served with the Canadian Army during the World War; aged 
61; died, January 24. 

Charles S. McDevitt, Des Moines, Iowa; University of 
Louisville (Ky.) Medical Department, 1909; aged 56; died, 
January 24, in the Mercy Hospital, of lobar pneumonia and 
intestinal obstruction. 

Le Roy H. Daggett, Chicago; Jenner Medical College, 
Chicago, 1900; member of the Illinois State Medical Society ; 
aged 64; died, February 3, in the Highland Park (Ill.) Hos- 
pital, of pneumonia. 

George Alexander McQuibban, Alma, Ont., Canada; Uni- 
versity of Toronto Faculty of Medicine, 1911; member of the 
Ontario Legislature for Wellington North since 1926; aged 52; 
died, January 30. 

James Edward Copeland, Round Hill, Va.; Washington 
University School of Medicine, Baltimore, 1876; member of 
the Medical Society of Virginia; Confederate veteran; aged 91; 
died, January 17. 

Leonard C. Ward, Damascus, Ga.; Atlanta College of 
Physicians and Surgeons, 1899; member of the Medical Asso- 
ciation of Georgia; aged 60; died, January 31, in Bainbridge, 
of heart disease. 

Edward Larned McGehee Jr., Hammond, La.; Tulane 
University of Louisiana Medical Department, New Orleans, 
1902; aged 57; died, January 30, of hypertensive heart disease 
and nephritis. 

John Franklin Harvey, Boston; University of the City of 
New York Medical Department, 1890; aged 79; died, Jan- 
uary 16, in the City Hospital, of uremia and hypertrophy of 
the prostate. 
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Levi M. McFadden, Washington C. H., Ohio; University 
of Louisville (Ky.) Medical Department, 1892; for many years 
a member of the state legislature; aged 68; died, January 11, 
in Orrville. 

Silas Wilkin Weir © West Union, IIll.; St. Louis College 
of Physicians and Surgeons, 1906; aged 57; died, January 30, 
in the Union Hospital, Terre Haute, Ind., of acute dilatation of 
the heart. 

Frank Dumont Sweet, Long Beach, Calif.; Atlanta Med- 
ical College, 1916; member of the California Medical Associa- 
tion; aged 49; died, January 24, as the result of an automobile 
accident. 

Abraham Lincoln Shope, Penbrook, Pa.; Jefferson Medical 
College of Philadelphia, 1890; for many years a member of the 
Penbrook borough council; aged 68; was found dead, Jan- 
uary 10. 

Joseph Henry Carroll, Columbus, Ohio; Western Reserve 
University Medical Department, Cleveland, 1894; served during 
the Spanish-American War; aged 66; died, January 5, in 
Dayton. 

Robert Mark Lees, Kenosha, Wis.; Marquette University 
School of Medicine, Milwaukee, 1933; aged 28; died, January 
27, at a Civilian Conservation Corps camp near Grand Canyon, 
Ariz. 

Walter George Finley, San Fernando, Calii.; John A. 
Creighton Medical College, Omaha, 1903; pathologist to the 
Veterans Administration Facility; aged 57; died, January 29. 

James Albert Darby, Vancouver, Wash.; University of 
Oregon Medical School, Portland, 1909; member of the Wash- 
ington State Medical Association; aged 62; died, January 18. 

George Campbell Speirs, Philadelphia; Medico-Chirurgical 
College of Philadelphia, 1898; also a dentist; aged 66; died, 
January 30, in Atlantic City, N. J., of coronary insufficiency. 

Francis Percival Fitzpatrick, Campbell, Ohio; George- 
town University School of Medicine, Washington, D. C., 1913; 
served during the World War; aged 49; died, January 23. 

Fred C. Wiley, Pigeon, Mich.; Detroit College of Medicine, 
1896; on the staff of the Hubbard Memorial Hospital, Bad 
Axe; aged 64; died, January 21, of cerebral hemorrhage. 

Albert Frank Zimmermann, Los Angeles; University of 
Southern California College of Medicine, Los Angeles, 1905; 
aged 65; died, January 21, of a self inflicted bullet wound. 

Joseph Grant Bartow, Lansing, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1891: aged 73; died, February 20, of coronary sclerosis. 

John Bommer, Midnight, Miss.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1886; aged 94; died, 
January 30, in the King’s Daughters’ Hospital, Yazoo. 

Arell La Fayette Marsteller © Wilcox, Neb.; Barnes 
Medical College, St. Louis, 1906; past president of the Kearney 
County Medical Society; aged 54; died, January 24. 

John F. McCool ® Indianapolis; Indiana Medical College, 
School of Medicine of Purdue University, Indianapolis, 1906; 
aged 52; died, January 21, in St. Vincent’s Hospital. 

Benjamin Duncan Morrison, Wheeling, W. Va.; Hahne- 
mann Medical College of Philadelphia, 1888; aged 72; died, 
January 25, in Beech Bottom, of diabetes mellitus. 

John Paul Hoeffer © St. Louis; Washington University 
School of Medicine, St. Louis, 1892; aged 69; died, January 24, 
in Webster Groves, Mo., of coronary occlusion. 

Stanley H. Steiner © New York; Columbia University 
College of Physicians and Surgeons, New York, 1909; aged 
52; died, January 24, of cerebral hemorrhage. 

Duncan M. Wood, Needham, Mass.; McGill University 
Faculty of Medicine, Montreal, Que., 1895; aged 69; died, 
January 27, in the Glover Memorial Hospital. 

Samuel George Boyd, San Francisco; Harvard University 
Medical School, Boston, 1885; member of the Massachusetts 
Medical Society; aged 75; died, January 23. 

Clayton A. Tribbet © Westboro, Ohio; Miami Medical 
College, Cincinnati, 1886; past president of the Clinton County 
Medical Society; aged 82; died, January 5. 

David Coyle McCulloch, Los Angeles ; Medico-Chirurgical 
College of Philadelphia, 1896; served. during the World War; 
aged 72; died, January 17, of tuberculosis. 

Gustavus M. Wallace, Falmouth, Va.; University of Mary- 
land School of Medicine, Baltimore, 1871; state senator; aged 
88; died suddenly, January 28, of senility. 

Robert L. Cherry, Bardstown, Ky.; Louisville National 
Medical College, Medical Department State University, 1902; 
also a minister; aged 76; died, January 2. 
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George Hoitt Sanborn © Henniker, N. H.; Medical School 
of Maine, Portland, 1874; aged 82; died, January 23, of pul- 
monary infarct and coronary thrombosis. 

Thomas Hughes ® Chicago; Northwestern University 
Medical School, Chicago, 1892; aged 70; died, February 5, of 
bronchopneumonia and diabetes mellitus. 

Williams Davis Wall Jr., Zachary, La.; Tulane University 
of Louisiana Medical Department, New Orleans, 1893; aged 
66; died, January 6, of angina pectoris, 

William B. Shields, St. Louis; Memphis (Tenn.) Hospital 
Medical College, 1889; aged 73; died, January 22, in the Mis- 
souri Baptist Hospital, of pneumonia. 

William T. Morrison, Pigeon, Mich.; Michigan College 
of Medicine and Surgery, Detroit, 1896; aged 71; died, January 
31, of carcinoma of the stomach. 

John Henry Sylvester O’Brien, Pittsfield, Mass.; Long 
Island College Hospital, Brooklyn, 1899; aged 71; died, Jan- 
uary 8, in St. Luke’s Hospital. 

Olaf I. Refsdahl, Hayfield, Minn.; Northwestern Uni- 
versity Medical School, Chicago, 1910; aged 58; died, January 
14, in Austin of myocarditis. 

Emanuel D. Block, Webster Groves, Mo.; St. Louis Med- 
ical College, 1878; aged 81; died, January 19, of chronic myo- 
carditis and arteriosclerosis. 

Reginald Eugene Sproston Challener, Toronto, Ont, 
Canada; University of Toronto Faculty of Medicine, 1924; 
aged 36; died, January 21. ' 

Clarence Eugene Howland, North Dartmouth, \Mass.: 
New York University Medical College, 1897; aged 61; died, 
January 20, in Fall River. 

Charles S. Parker, Baltimore; College of Physicians and 
Surgeons, Baltimore, 1881; aged 79; died, January 25, of 
chronic myocarditis. 

James Mauly Brown, McCormick, S. C.; University of the 
South Medical Department, Sewanee, Tenn., 1899; aged 59; 
died, January 11. 

John D. Malott, Converse, Ind.; Medical College of Indiana, 
Indianapolis, 1898; aged 65; died, February 2, of cerebral 
hemorrhage. 

Martin T. Ploughe, Kempton, Ind.; Central College of 
Physicians and Surgeons, Indianapolis, 1898; aged 75; died, 
January 18. 

David Armstrong ® Durant, Okla.; St. Louis College of 
Physicians and Surgeons, 1914; aged 59; died, January 28, of 
pneumonia. 

Zeno Burt Babbitt, St. Petersburg, Fla.; Hahnemann 
Medical College of Philadelphia, 1890; aged 75; died, Feb- 
ruary 3. 

Edward F. Harpel, Shamokin, Pa.; Hahnemann Medical 
College of Philadelphia, 1892; aged 67; was found dead, Jan- 
uary 21. 

Frederick Smith Park, Merion Station, Pa.; \edico- 
Chirurgical College of Philadelphia, 1909; aged 54; died, Jan- 
uary 20. 

Lorenzo Chapman, Grand Falls, N. B., Canada; Harvard 
University Medical School, Boston, 1893; aged 65; died, Jan- 
uary 5 

George Daniel Lynch, Moravia, Iowa; Barnes Medical 
College, St. Louis, 1899; aged 64; died, January 21, of heart 
disease. 

Alexander Forin, Edmonton, Alta., Canada; Queen's Uni- 
versity Faculty of Medicine, Kingston, Ont., 1884; died, Jan- 
vary 2. 

Emanuel Stockberger, Milford, Ind. (licensed in Indiana in 
1897); aged 84; died, January 24, of rheumatic heart disease. 

James Clark Smith Akerly, Decoto, Calif.; Cooper Med- 
ical College, San Francisco, 1885; aged 76; died, January 17. 

John Walter Key, Los Angeles; College of Physicians and 
Surgeons of San Francisco, 1901; aged 56; died, January 31. 

John Reginald Jarvis ® Buffalo; University of Buffalo 
School of Medicine, 1928; aged 31; died, January 17. 

William B. Stokes, Belton, Texas; Memphis (Tenn.) Hos- 
pital Medical College, 1904; aged 60; died, January 5. 

Wilson Montgomery, Embro, Ont., Canada; Trinity Med- 
ical College, Toronto, 1891; aged 80; died, January /. 

Emma Augusta Kalbfleisch, Boston; Boston University 
School of Medicine, 1887; died, January 31. 

Charles A. Boyd, San Jose, Calif.; Rush Medical College, 
Chicago, 1881; aged 82; died, January 30, 
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Bureau of Investigation 


RATS—AND VITAMIN F(?) IN 
COSMETOLOGY 


Rodents Make Supreme Sacrifice to Aid A. J. Pacini 
and Imogene Shepherd 


Of late the daily life of the white rat (Mus norvegicus- 
albinus) has certainly been made less monotonous. Great 
grandfather rats, tough and battle scarred from numerous con- 
flicts with lethal diseases, are sniffing with scientific disdain 
while great granddaughter rats undergo nutritional deficiency 
tests in the cause of beauty. Silky tails are being tailicured 
and hides assume a new sleekness. If the ladies of the species 
could speak we should no doubt see their pictures with their 
testimonials ! 

In an eight-page brochure published by the “Pharmaceutical 
Specialties Company, a division of Archer-Daniels-Midland 
Company,” Mary Imogene Shepherd, Ph.G., says that “It is 
now definitely established that the complete removal of certain 
indispensable unsaturated fatty acids from the diet results in 
the appearance of ‘deficiency’ symptoms which involve: 1—the 
skin and epidermal appendages; 2—the endocrine glands; 3— 
certain of the viscera, in particular the kidneys; 4—the general 
state of nutrition; 5—and possibly the constitutional physiology 
that permits allergic susceptibility to take place.” 

Mr. August J. Pacini, of whom on various occasions men- 
tion has been made in these columns, states in the preface to 
the Shepherd contribution: “I am totally unaware of the 
existence anywhere of a cosmetic chemist that has experi- 
mented as widely as has Miss Mary Imogene Shepherd in the 
matter of evaluating vitamin F’s place in cosmetic prepara- 
tions.” This unawareness on his part is perhaps explained by 
the fact that Miss Shepherd is the “Managing Director and 
Chief Chemist of the Powder Box,” a “beauty shoppe” in the 
Charles A. Stevens & Company store, Chicago; moreover, if 
you visit the Seymour Building, 155 East Ohio Street, Chicago, 
you will find the following concerns and individuals listed for 
the fourth floor: Color Cosmetics, Edward M. Johnson, Ruth 
Nelson, Pacini Laboratories, Inc., Dr. A. J. Pacini, Pharma- 
ceutical Specialties Company, Imogene Shepherd, Ltd., and 
F. R. Warner Products Company. It has been learned from 
a recent commercial report that the Warner concern discon- 
tinued business about a year ago and its activities were said 
to have been taken over by the Pacini Laboratories, Inc. 

If you take the elevator to the fourth floor, you step directly 
into one office, there being no hall, and as no room numbers 
are given in the building directory, it seems evident that the 
occupants of the fourth floor may be closely associated. 

Miss Shepherd is not the first young woman to announce 
unusual properties attributable to vitamin F. The Chicago 
Herald and Examiner of March 15, 1935, stated that a Miss 
Mildred Oncken had “. found she could prevent rats’ 
‘snuffles’ with vitamin F ” Miss Oncken was working 
in the Pacini Laboratories, Inc., at 155 East Ohio Street at 
the time. Much of her work has had exposition in the Jilinois 
Medical Journal. In the May 4, 1935, issue of the Chicago 
Herald and Examiner Dr. A. J. Pacini was credited with the 
statement that “Sex can, to a certain extent, be made to order 
if parents desiring a boy add quantities of vitamin E to an 
otherwise balanced diet ” The evidence was said to be 
based on 7,000 rat experiments. What a jolly time rats must 
have in the interest of science! 

3ecause of the extensive advertising campaign that has been 
carried on by the Pharmaceutical Specialties Company in the 
exploitation of vitamin F, much of which appears over the 
signature of August J. Pacini, the Bureau of Investigation has 
received many requests for information relative to Pacini. 

In 1925 Pacini was giving a “practical course in standard- 
ized physiotherapy” and was the Director of the Biophysical 
Research Department of the Victor X-Ray Corporation of 
Chicago. The pamphlet that carried the announcement and 
prospectus of the course reproduced the likeness of A. J. Pacini 
with the suffix M.D. following the name. 

In THe Journav for Sept. 19, 1925, an article appeared on 
the “American Association for Medico-Physical Research.” In 
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this article reference was made to A. J. Pacini, “M.D.,” and 
to the fact that a most careful search had failed to disclose 
that any one of this name was ever graduated by a reputable 
medical college in the United States or was licensed to prac- 
tice medicine in any state in the Union. After the article 
appeared in THE JourRNAL, Mr. Pacini wrote that, as he could 
not at that time disclose the history of his alleged graduation 
in medicine, he would discontinue the use of the suffix “M.D.” 
From time to time it has been found impossible by various 
people to verify his various statements as to his undergraduate 
or his scientific education. 

Ten years ago any expert in nutrition would have told 
you that the vitamins were five in number and were lettered 
—A, B, C, D and E. Today there are approximately twenty- 
five chemically different substances which have a vitamin effect. 
Many of these compounds have been chemically identified and 
some have been synthesized. The tendency of scientists is in 
the direction of naming these substances according to their 
chemical composition, but at the present time the name “vita- 
min” and the designation by letter is still commonly used. 
From the standpoint of human nutrition, the principal vitamins 
may be designated A, B or preferably B:, C, or cevitamic acid, 
D, E and G, which recent reports have shown to be a mixture 
of factors. 

The omission of F from the list of vitamins has an inter- 
esting history. When the Committee on Nomenclature of the 
American Society of Biological Chemists met a few vears ago, 
it was chiefly concerned with the designation of the then newly 
discovered fractions of the vitamin B complex. Prof. H. C. 
Sherman of Columbia University suggested that the two best 
known components of the vitamin B complex might be called 
vitamins F and G. The committee retained the term vitamin G, 
but for the substance which Dr. Sherman called vitamin F it 
used the designation vitamin B. Latterly vitamin B has been 
referred to as vitamin Bi, which is the British name for this 
factor. There was thus no substance designated by recognized 
scientific organizations as vitamin F. 

In 1928 Profs. H. M. Evans and G. O. Burr at the Uni- 
versity of California reported some experiments on the bene- 
ficial effect of fat in the diet of the rat. They said, “The 
favorable substance in fats—possibly a new Vitamine (F)— 
unlike Vitamines A, D and E is not concentrated in the non- 
saponifiable fraction. It can be recognized in the fatty acid 
portion after saponification.” In 1929 Dr." Burr, then at the 
University of Minnesota, reported a paper entitled “A New 
Deficiency Disease Produced by the Rigid Exclusion of Fat 
from the Diet.” Rats fed on mixtures of isolated food sub- 
stances carefully treated so as to extract all fat did not grow 
normally. In addition, many of the animals developed an 
abnormal condition of the skin, and a peculiar scaly condition 
of the tail which has been referred to as caudal necrosis. Other 
experiments confirming the importance of fat in the diet of 
the rat were reported by Drs. Ava Josephine McAmis, William 
E. Anderson and L. B. Mendel of Yale University. Burr 
showed later that certain fats were better than others. The 
most potent were those which contain a relatively high pro- 
portion of certain unsaturated or “essential” fatty acids. Lino- 
leic acid was effective in minute traces. Practically all students 
of nutrition refer to the dietary factor described by Burr as 
the essential fatty acids and not as vitamin F. 

Undisturbed by the fact that there is no substance properly 
known as vitamin F, certain commercial exploiters who are 
interested in trade and in science seized their opportunity. The 
scientists may not have had vitamin F, but the exploiters did. 

From this brief discussion of the subject, it does seem that 
certain unsaturated fatty acids, such as linoleic acid, are essen- 
tial to the diet of the rat, which, no doubt, is highly important 
to such rodent prima donnas as Mickey and Minnie Mouse. 
However, the ordinary householder need have no cause for 
alarm; the average larder contains sufficient quantities of 
unsaturated fatty acid to prevent such symptoms as scaliness 
of the skin, inflammation of the tip of the tail, dandruff, alo- 
pecia, irregular ovulation in the females and failure to mate in 
the males in the ordinary brown rat (Mus decumanus). Any- 
way, if the rats can’t eat what’s in the house, they should go 
hungry. 
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NECROSPERMIA AND VIABILITY OF 
SPERMATOZOA IN THE 
CERVICAL CANAL 
To the Editor:—In his letter in THe JourNaAL, Nov. 7, 1936, 
page 1581, Dr. Max Huhner disagrees with certain observations 
reported by me in an article on “Duration of Sperm Cell 
Migration in the Uterine Secretions” in THE JouRNAL, June 27, 
1936, page 2221. He supports an opinion given by him in 1921 
to the effect that demonstration of living sperm cells in the 
cervical canal is a more accurate evaluation of male fertility 

than the examination of the direct condom*specimen. 

I desire to stress the important fact that an unfavorable 
appraisal of the husband’s fertility, based solely on deficient 
motility or complete necrospermia, should never be made from 
a condom specimen. This statement is supported by ample 
evidence that the chemical constituents of certain condoms are 
deleterious to the semen in varying degrees and may impair or 
suspend sperm activity within a few moments. This condition 
is not applicable to all condoms, but greatly reduced or com- 
pletely suspended sperm cell activity in a specimen otherwise 
presenting normal indexes of spermatogenesis should at once 
arouse suspicion of error in the technic of collection. The 
adverse influence of the condom and overheating by unnecessary 
efforts to preserve the warmth of the specimen are the most 
common explanations. 

I am confident that the foregoing statement will be found 
explanatory of the conflicting observations made by one or 
more physicians on different occasions relative to specimen 
activity. I wish to take this opportunity to correct a state- 
ment in an article of which I was a co-author with Dr. 
Hotchkiss (Semen Appraisal, THe JourNat, Feb. 24, 1934, 
p. 587) in which three methods of collecting the semen speci- 
men were mentioned, the condom after cleansing being included 
as the third and least desirable method. At about the time the 
paper was published, further research had caused us to eliminate 
completely the use of the condom. A compromise method 
involving the transfer of the specimen from the condom to a 
glass container was also tried and abandoned because the harm- 
ful effects of the former were so rapid in occasional instances. 

I wish to state that none of my observations were made from 
condom specimens. Unless a standardized type of condom, 
proved to be harmless to the semen, is habitually used, speci- 
mens so collected may give conflicting results when compared 
with postcoital studies and, in my opinion, are of little scientific 


value. WitraM H. Cary, M.D., New York. 


ACETARSONE IN CONGENITAL SYPHILIS 


To the Editor:—The controversy between Dr. H. N. Cole and 
Dr. Alfred S. Traisman (THE JouRNAL, March 6) as to the use 
of acetarsone in the treatment of congenital syphilis is important. 
I have treated syphilis in a large children’s syhpilis clinic since 
1924 and have used neoarsphenamine and mercury, later sulf- 
arsphenamine and mercury and bismuth therapy, and _ since 
March 1930 stovarsol, or acetarsone. During this period at the 
Children’s Memorial Hospital we have treated approaching 
300 cases and have had no fatality nor serious reaction from 
this drug. The therapeutic results are at least as good as those 
of the older methods. . 

Dr. Cole mentions the article of Maxwell and Glaser in 
which they treated twenty-one cases and had a death in one 
patient and a severe toxemia in another. Maxwell and Glaser 
followed a system of dosage by Tuscherer, which gave no con- 
sideration to age and weight. A baby of 8% pounds (3.8 Kg.) 
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was given a dosage equal to that of a child of 10 years. For 
example, in case 1 a baby of 8% pounds was given a maximum 
of 0.75 Gm. daily. The maximum used by Traisman, Rambar, 
Coppolino and many others who have worked with this drug 
would be 0.08 Gm. daily. That is, the Tuscherer dosage is 
about nine times as large as the dosage in general use. 
I write because it would be very unfortunate to have such a 
valuable drug fall by the wayside. 
Harotp A. RosensauMm, M.D., Chicago. 
Associate in Pediatrics, Northwestern University 
Medical School; Member of Medical Staff, Chil- 
dren’s Memorial Hospital. 
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THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY, 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER’S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


TUBERCULIN TEST—X-RAY EVIDENCES OF 
TUBERCULOSIS 

To the Editor :—Will you please give the present status of a tuberculin 
test: The number of tests and the amount of tuberculin necessary 
accepted as establishing a negative. The meaning of a positive test in a 
patient negative clinically. The meaning of x-ray observations charac- 
teristic of past tuberculous infection in a child of 7 with repeated nega- 
tive tuberculin tests. Please omit name. M.D., Missouri. 


ANSWER.—The original method of administering tuberculin 
as practiced by Koch was through a hypodermic needle into the 
subcutaneous tissues. Large doses were employed and in addi- 
tion to a local reaction the physician carefully recorded any 
constitutional reaction, such as elevation of temperature. If 
there was a suspected lesion near the surface of the body, such 
as a cervical lymph node, one also watched for a focal reaction 
manifested by enlargement of the involved part, as well as 
tenderness. After the advent of the x-rays, suspected lesions 
in the lung were observed by serial films following the adminis- 
tration of tuberculin to determine whether there was any change 
in the appearance of the shadow. It was soon learned that the 
amount of tuberculin used in the subcutaneous test was too large 
and was capable of doing harm through the reactivation of 
lesions that were previously nonprogressive. 

In 1907 Pirquet presented the epidermal test, which consisted 
of applying tuberculin to a small superficial scarification of the 
skin. By this method of administration not enough tuberculin 
was absorbed to produce a constitutional or focal reaction. 
However, a local reaction manifested by induration and hyper- 
emia at and around the site of the tuberculin administration was 
good evidence of sensitization of the tissues to tuberculoprotein. 
Obviously, there was no measure of the dosage by this method, 
the scarification was not always produced to the same degree, 
and there was the possibility of the tuberculin being removed 
before a sufficient amount was absorbed to produce a reaction. 

Numerous modifications of the epidermal test have been 
devised, such as the Moro test, which consisted of applying 
tuberculin to the surface of the skin without producing a scari- 
fication. This test has been perfected and described by Beatrice 
R. Lovett (The Percutaneous Tuberculin Reaction, Am. J. Dis. 
Child. 37:918 [May] 1929), who cleanses the skin with ether in 
order to remove the oil from the pores. A special preparation of 
tuberculin is then rubbed into the pores. When carefully per- 
formed, this test is as accurate as the Pirquet test. The reac- 
tion consists of papules scattered about the area and, in cases 
of high degree of allergy, folliculitis, with small vesicles or 
pustules and intense inflammation of the skin appear. Various 
tuberculin ointments are now available for this test. 

More recently Ernst Wolff (Am. Rev. Tuberc. 27: 308 
[March] 1933) has described the tape test. After the skin has 
been carefully cleansed, a drop of tuberculin ointment the size 
of a pea is applied over the right side of the cleansed area, 
and over the left side a drop of control ointment is used. Both 
drops are then covered with pieces of adhesive tape 2 inches 
square. In forty-eight hours the tape is soaked with benzene 
and removed. Ten minutes later the reaction is observed. 
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positive, the area over which the tuberculin ointment was applied 
shows papules, erythema and induration. Wolff finds that this 
test is generally comparable in results with the intracutaneous 
test of Mantoux in a dilution of 1: 100. 

In 1908 Mantoux presented the intracutaneous test, which 
consists of administering tuberculin of known strength in 
measured amount into the layers of the skin. This test gives 
one the advantage of administering an extremely small amount 
of tuberculin and if the tissues do not react the dose can be 
gradually increased. However, experience has shown that it is 
not necessary to begin with such small doses of tuberculin as 
Mantoux recommended. Although the epidermal tests, such as 
those presented by Pirquet, Moro and Wolff, are satisfactory 
when carefully administered, the intracutaneous test of Mantoux 
has gained favor among physicians until at present it is looked 
on as the standard method of administering the tuberculin test. 
Old tuberculin was for a long time the chief testing material, 
although it was known that it was omy the protein content 
which produced the reaction. The amount of carbohydrates 
and other substances were so small that no harm could be pro- 
duced by them. More recently Long and Seibert have pre- 
pared tuberculoprotein in pure form, and their preparation is 
known as pure protein derivative. This is administered by the 
Mantoux method in the same manner as old tuberculin except 
for the difference in dosage. When one uses old tuberculin 
the usual procedure is to administer 0.01 mg. as the initial dose. 
This consists of 0.1 cc. of a dilution of 1: 10,000. If no reaction 
occurs in from forty-eight to seventy-two hours, a second dose 
is given consisting of 1 mg. (0.1 cc. of a dilution of 1: 100). If 
there is no reaction to this amount of tuberculin the individual 
being tested is usually thought to be free from foci of tubercle 
bacilli. Some workers prefer to use as the initial dose 0.1 mg. 
of tuberculin (1: 1,000) and repeat the tests that show no reac- 
tion with 1 mg. Others employ 0.1 mg. as the only dose. A 
few workers have found a single dose test consisting of 1 mg. 
satisfactory. When one uses pure protein derivative, two tests 
are administered and the dosage for each test is indicated on 
the package. A good many workers are employing a single test 
dose of old tuberculin because of the large amount of work 
necessary in administering two tests for those negative to the 
first test. For example, if 100,000 persons are to be tested and 
only 10 per cent react positively to the first test, the remaining 
90,000 must be retested. In fact, the work is almost doubled. 

Long is about to announce a single test dose of pure protein 
derivative which should save a great deal of time in the testing 
of large numbers of persons. Moreover, pure protein derivative 
is standardized so that its potency is the same whenever and 
wherever it is used. This statement cannot always be made 
concerning old tuberculin. 

A positive tuberculin test has only one meaning; that is, the 
tissues have been sensitized to tuberculoprotein. So far as is 
known there is nothing in nature ordinarily taken into the 
human body capable of sensitizing the tissues in this manner 
except tubercle bacilli which are forming or have formed 
tubercles. Therefore, a positive tuberculin reaction means that 
tubercle bacilli have entered the body through direct or indirect 
contact on the part of the infected individual with some person 
or animal suffering from tuberculosis or acting as a carrier 
and spreader of tubercle bacilli. Therefore a positive tuber- 
culin reaction indicates the presence of a primary tuberculosis 
complex somewhere in the body. 

This statement has been objected to on the ground that only 
3 to 25 per cent of positive tuberculin reactors show evidence 
of the disease on x-ray films made of the chest. The answer 
to the objection is that an x-ray film of the chest includes only 
a small part of the human body. Not even all the lung is 
clearly visualized in this manner. The examination is indirect 
and brings to light only macroscopic lesions. In the lung hilus 
Tegion it is often impossible to differentiate macroscopic tuber- 
culous lesions from the shadows of normal structures. Indeed, 
it is only when sizable deposits of calcium have been laid down 
in the lesion that the x-ray film is of value in detecting areas 
of disease in this region. 

_A positive tuberculin reaction in a person negative clinically 
1s usually found when only the primary complex is present. 
Indeed, there usually are no clinical manifestations from this 
form of tuberculosis except in a few persons whether they 
are infants, children or adults. About the time the tissues 
become highly allergic, there may be an elevation of tempera- 
ture, lasting for a few days or 2 few weeks. The red cell 
sedimentation rate is definitely increased, but ordinarily the 
symptoms are not sufficient if present at all to lead the indi- 
vidual or close associates to believe that anything more than an 
acute cold or a mild attack of grip has developed and hence the 
Physician is rarely consulted. Following these mild symptoms, 


QUERIES AND MINOR NOTES 1281 


which are by no means present in all cases, the patient has the 
same sense of well being as the person who has not developed 
the primary complex. 

No matter how well the positive tuberculin reactor may 
appear, he is likely to carry in the lesions of the primary com- 
plex living and virulent tubercle bacilli for many years and 
often for the remainder of his life. Moreover, his tissues are 
allergic to tuberculoprotein and if tubercle bacilli in sufficient 
numbers at some subsequent time escape from the lesions of 
the primary complex or bacilli from exogenous sources reach 
the body and find lodgment on the allergic tissues, an intense 
reaction occurs which not infrequently results in necrosis of 
the tissues, and a destructive, symptom-producing and even fatal 
form of tuberculosis develops. This is true no matter where 
the bacilli of reinfection (from both endogenous and exogenous 
sources) find lodgment ; if in the subarachnoid space, meningitis ; 
if in the blood stream, miliary disease; if into the pleural space, 
tuberculous pleurisy, usually with effusion; if into the peritoneal 
cavity, tuberculous peritonitis; if in the lung or kidney, pul- 
monary or renal tuberculosis develop; and so on. Thus, the 
person who reacts positively to the test and is clinically negative 
today may in two or three months be dead of an acute form of 
tuberculosis, such as meningitis, which does not exist today. 
Again, the person who reacts positively to tuberculin and is 
negative clinically may in one to five years have serious, chronic, 
pulmonary or renal tuberculosis that does not exist today. 

Unfortunately, after the primary complex is permitted to 
develop the medical profession has no specific method of holding 
it under control. There is no drug or mechanical procedure that 
destroys the bacilli or decreases the allergy of the tissues that 
has been fovnd of practical value. The consoling fact is 
that approximately 80 per cent of positive reactors who are 
negative clinically do not develop reinfection forms of tuber- 
culosis. However, evidence has accrued to show that approxi- 
mately 20 per cent do present manifestations of clinical disease 
at some subsequent time. Unfortunately there is no method 
of determining whether the person with the positive tuberculin 
reaction who is negative clinically will fall into the 80 per cent 
or the 20 per cent group; therefore the only safe procedure is 
to examine periodically each positive tuberculin reactor, no 
matter how well he appears or in what age period of life. If 
tuberculous meningitis or miliary disease develops there is noth- 
ing the physician can do to save the patient’s life in most cases. 
However, if one of the chronic forms of disease makes its 
appearance, the physician is able to detect the presence of the 
disease by modern methods of diagnosis. Indeed, there is an 
average period of approximately two and one-half years after 
chronic pulmonary tuberculosis can be detected before the patient 
has any sense of ill health whatever. It is during this period 
that treatment can be administered most successfully. Thus, 
a positive tuberculin reaction in a patient negative clinically 
may have a very significant meaning. 

X-ray appearances characteristic of past tuberculous infection 
in a child of 7 with repeated negative tuberculin tests should 
always be seriously questioned, provided one is sure that the 
tuberculin used has not lost its potency. In the first place it 
is an absolute impossibility for any physician to determine 
etiology from a shadow cast on the x-ray film. Indeed, patholo- 
gists often refuse to give any statement concerning etiology of 
a lesion which they view directly at the postmortem table until 
they have studied it microscopically. While it is true that 
allergy may wane and finally become so slight that it cannot 
be detected by a positive tuberculin reaction, usually a number 
of years are required for this change to occur. Moreover, it 
apparently does not occur with great frequency. It is also 
true that all bacilli in the primary complex may die, soon after 
which time no tuberculoprotein is being manufactured in the 
body to perpetuate the allergy of the tissues, so that it com- 
pletely disappears. If calcium deposits large enough to cast 
shadows that can be visualized on an x-ray film have been laid 
down before this time, they may remain. However, from the 
evidence available this does not appear to be a frequent occur- 
rence. Although attention has been called to the fact that blood 
vessels often cast shadows which simulate those produced by 
deposits of calcium, there is no doubt that many physicians are 
still interpreting blood vessel shadows as those of calcium 
deposits. A good example is that of a physician who had x-ray 
films made of the chests of more than 100 persons who appeared 
in good health. He took these films to another physician for 
interpretation. This physician reported evidence of calcium 


deposits in the hilus region in 97 per cent. He then took them 
to a second physician, who had no knowledge of any one else 
having interpreted them. The second physician reported evi- 
dence of calcium deposits in the hilus region in 3 per cent. In 
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a child of 7 years, one’s diagnosis of tuberculosis is usually 
more accurate when based on the presence of a positive tuber- 
culin reaction than when based on the presence of an x-ray 
film examination in the absence of a positive tuberculin reaction. 


CALCULI OF SALIVARY GLANDS 

To the Editor :—My wife, aged 40, has been troubled for the past five 
or six years with what appears to be an excess of calcium salts in the 
saliva. Most of this has been noted following a radical mastoid operation 
four years ago, although I do not feel that this has any bearing on the 
The condition was first noted by an excess deposit around the teeth 
at the roots. Her teeth were hard and white, and there were only about 
three cavities in the entire mouth, which had been taken care of. How- 
ever, x-ray examination revealed that practically around all molar teeth 
and bicuspid teeth this deposit prevented the natural secretions from 
passing into the mouth and that the bony structure had been so eroded 
that the roots were just held into the bone by a small margin. There 
was no evidence of pyorrhea but the circulation of the gums was very 
poor, the result possibly in part of two attacks of malignant tertian 
malaria, quinine therapy and a subsequent anemic condition. Almost all 
these sound teeth had to be removed. On several occasions during the 
past three years she has had acute obstruction of the submaxillary ducts 
by stones. All these have been successfully passed without intervention. 
On one occasion three small stones worked their way to the submaxillary 
and were removed with forceps. Last week she had all the symp- 
oms of a stone in the left parotid duct. No x-ray examination was 
iilable but the parotid gland became swollen while she was eating and 
postauricular glands enlarged. It was painful to eat and the mouth 
was dry. Two days later she told me she felt that the obstruction must 
have passed, for she felt a flow of liquid in the mouth and then the 
glandular receded. I feel certain with the history of the case 
that this diagnosis was correct. Now could you explain this condition to 
me, if I have made the symptoms clear, and suggest some treatment to 
prevent the formation of these calculi? The reaction of her saliva is 
slightly alkaline or neutral at all times and her oral hygiene is 
Other than a chronic sinusitis (frontal), 

Kindly omit name. yJ\p,, Virginia. 


case, 


orince 


swelling 


either 
perfect, if such a thing can be. 
her general health is very good. 


ANnswer.—There seems to be no known method of prevent- 
ing the formation of calculi about the teeth or in the salivary 
glands. Their formation does not seem to be an error of 
metabolism, such as a high calcium content of the saliva, but 
rather they are of bacterial origin, the bacterial growth pro- 
ducing a change in the secretion, resulting in a calcium deposit 
about the bacterial matrix. 

Frequent x-ray examinations of the submaxillary region by 
means of a dental film in the mouth should show the early 
presence of stones, so that they might be removed before they 
cause any trouble. 

CHANGES IN LARYNX OF BOY AT PUBERTY 
What physical changes occur in the larynx of a boy at 
Please omit name. 
M.D., Pennsylvania. 


To the Editor: 


the age of puberty when his voice changes? 


Answer.—According to Quain’s Anatomy, up to the age of 
puberty the larynx is similar in the male and female, the chief 
characteristics at that period being the small size and compara- 
tive slightness of the organ, and the smooth rounded form of 
the thyroid cartilage in front. In the female these conditions 
are permanent, excepting that a slight increase in size takes 
place. In the male, on the contrary, at the time of puberty, 
remarkable changes rapidly occur, and the larynx becomes more 
prominent and more perceptible at the upper part of the neck. 
Its cartilages become larger, thicker and stronger, and the 
alae of the thyroid cartilage project forward in front so as to 
form at their union with one another the prominent ridge of 
the pomum adami. At the same time the median notch on 
its upper border is considerably deepened. In consequence of 
these changes in the thyroid cartilage the distance between its 
angle in front and the arytenoid cartilages behind becomes 
greater and the vocal cords are necessarily lengthened. Hence 
the dimensions of the glottis, which at the time of puberty 
undergo an increase of about one third in the female, are nearly 
doubled in the male, and the adult male larynx becomes alto- 
gether one-third larger than that of the female. (Quain’s 
Anatomy, edited by E. A. Schaefer and G. D. Thane, New 
York, Longmans, Green & Co., 1898, volume 3, part 4, p. 150.) 

Stewart calls attention to the development of the voice in 
children as being of great interest. At the age of 6 years the 
boy’s voice has a rather narrower range than the girl’s in both 
directions. The boy’s voice reaches its full height in the twelfth 
and its full depth in the thirteenth year, when the range is 
almost three octaves, its upper limit being a semitone higher 
than the girl’s but its lower limit a whole tone deeper. When 
the voice “breaks” in boys at the age of puberty, it falls about 
an octave. The control of the vocal organs becomes so incom- 


plete that only in one fourth of the cases can notes of sufficient 











steadiness to be used in music be produced. The vocal cords, 
as may be seen with the laryngoscope, are frequently, though 
not always, congested. (Stewart, G. N.: Manual of Physiol- 
ogy, ed. 7, New York, William Wood & Co., 1914, p. 304.) 

The larynx at puberty grows considerably, so that the vocal 
cords in males may increase as much as a centimeter, which js 
more than one third of the total length. In females the increase 
in length is considerably less, seldom more than 5 mm. In 
both sexes because of these changes the voice becomes lower, 
in the male at least as much as an entire octave. The change 
in the voice may take place over a considerable period. It 
may start in exceptional cases as early as at 8 years and, on 
the other hand, there have been cases observed in which at 
18 the singing voice was still that of a child whereas the 
spoken voice was adult. In the majority, however, both the 
spoken voice and the singing voice have undergone adult 
changes. Locally there may be a mild redness of the epiglottis 
or the posterior portion of the glottis, the vocal cords remain- 
ing white. In other cases there is an increased redness and 
swelling of the mucous membrane of the larynx with the vocal 
cords also somewhat congested, with the condition in still others 
in between the two changes described. (Nadoleczny, M., in 
Denker, Alfred, and Kahler, Otto: Handbuch der Hals-, Nasen- 
und Ohrenheilkunde, volume 1, Luftwege und Mundhoehle, 
Berlin, Julius Springer and J. F. Bergmann, p. 638.) 


PREVENTION AND TREATMENT OF MALARIA 

To the Editor :—What do you consider the best treatment for malaria? 
I wish to know what you consider an adequate quinine dosage for the 
average case of malaria. What is your opinion regarding the use of 
atabrine and plasmochin in the treatment of malaria? Do you think it 
advisable to give prophylactic treatments for the prevention of malaria 
in a community where a great deal of malaria exists. If so, what do 
you advise as a prophylactic treatment for the prevention of malaria? 
Do you consider it safe to give quinine treatment in full therapeutic doses 
to a nursing mother? I am thinking of the possible danger of poisoning 
the nursing baby with quinine. There is a diversity of opinion on this 
subject and I am anxious to get these points cleared up. Please omit 
name, M.D., South Carolina. 


ANSWER.—The average case of malaria will be cured if the 
following quinine dosage is followed: 2 Gm. (30 grains) of 
quinine sulfate daily given in divided doses of 0.3 Gm. (5 grains) 
each at intervals of three hours until the acute symptoms have 
subsided. After this 0.65 Gm. (10 grains) of quinine sulfate 
a day should be administered for a period of eight weeks. 

As the administration of plasmochin is accompanied frequently 
by toxic symptoms, it should be used with caution in the treat- 
ment of malaria. If gametocytes are present it may be given 
in conjunction with quinine in a dose not to exceed 0.01 Gm 
daily for a period of six days. This drug should be used only 
for the purpose of destroying gametocytes. 

Atabrine is undoubtedly an efficient drug for the treatment of 
malaria but owing to the fact that its toxic properties are still 
incompletely determined it is not recommended as a routine 
treatment in preference to quinine. In cases in which quinine 
cannot be given it should be used but never in doses larger than 
those usually recommended; i. e., 0.1 Gm. (1% grains) three 
times daily for five successive days. In the treatment of hemo- 
globinuric fever, atabrine should be used in preference to quinine. 

The question of the advisability of giving prophylactic treat- 
ment for prevention of malaria in a community where a great 
deal of malaria exists is still sub judice. The inefficiency of 
drugs in prophylaxis and the fact that in such a region they 
would have to be continued for long periods renders their use 
inadvisable for the general population. In the case of travelers 
in such regions, the employees of commercial concerns and troops 
operating in such regions it has been found that from 0.4 Gm. 
(6 grains) to 1 Gm. (15 grains) of quinine daily will prevent 
the development of symptoms of malaria, although this dosage 
will not prevent infection; for the latter reason the quinine 
has to be continued for several months after leaving the malafi- 
ous area to be effective. It would be advisable under certain 
conditions to use quinine in this way as a prophylactic. The 
use of atabrine as a prophylactic cannot be recommended; im 
effective doses it quickly colors the skin yellow and may pfo- 
duce toxic effects in some persons. be 

An extensive discussion of the relative merits of quinine, 
atabrine and plasmochin in the treatment of the different types 
of malaria will be found in the Quarterly Bulletin of the Health 
Organization, League of Nations 2:181 (June) 1933; 4:643 
(Dec.) 1935. Bes 

So far as possible poisoning of the baby is concerned it 1 
considered safe to give quinine treatment in full therapeutie 
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dosage to a nursing mother, as there is little evidence that 
quinine is excreted to any extent in the milk. Practically all 
the drug taken into the body is excreted through the kidneys 
or destroyed within the body. 


SENSITIVITY TO LIVER PREPARATIONS 

To the Editor:—A woman, aged 43, single, has pernicious anemia of 
several years’ standing. She will not take ventriculin because she says 
that it produces extreme nausea. Capsules of liver extract she regurgi- 
tates soon after swallowing. These of course also nauseate and in 
addition cause gastric distress. Because of failure with these methods 
I have continued the use of intramuscular injections of concentrated liver 
extract in solution. Treatment has not been continuously regular because 
she will not appear for treatment for a considerable period after becoming 
asymptomatic. About two years ago she had a violent anaphylactic shock 
with the usual rash, edema of all mucous surfaces as well as some skin 
surfaces (notably the lips) and difficult breathing, within thirty mintues 
following the intramuscular injection. This was relieved by epinephrine 
and codeine. Following this she took no treatment for some months, 
Then treatment was resumed with no marked reactions occurring. As 
previously stated, she discontinues treatment against my advice when 
she becomes asymptomatic. Following, one of these periods I resumed 
treatment and she again “had a severe shock as before, after about the 
third injection. Then after an interval of about three weeks she expe- 
rienced another shock after another injection. 

W. B. Fiviincer, M.D., Ovid, Mich. 


Answer.—It would seem that the patient lacks emotional 
stability, as is evidenced by her lack of cooperation in the 
treatment and her regurgitant proclivities. Anaphylactic shock 
is an extremely remote possibility following the use of liver 
extract for pernicious anemia. Although individual variations 
in sensitivity to medication unquestionably occur, the origin of 
the anaphylactic reaction in this case must be questioned. Care 
should of course be taken that the material is not injected into 
a vein. Older preparations of liver extract contained histamine. 
Histamine reactions after treatment with liver extract have 
been reported in the literature. The newer preparations of liver 
are not known to contain histamine. Assuming that the patient 
may have an individual sensitivity to this drug, perhaps she 
could be desensitized by small doses, as is done in anaphylactic 
reactions with horse serum. Since the patient has pernicious 
anemia, the treatments that have been tried cannot be improved 
on. As there is evidence that the hematopoietic principle or 
principles are stored in the body, infrequent injections of larger 
amounts than are usually employed may suffice in a case such 
as this. 


HEREDITY IN OPPENHEIM’S DISEASE— 
MYATONIA CONGENITA 

To the Editor:—I have a patient, a mother, with two children, who 
are described to me as apparently subjects of Oppenheim’s disease. These 
children are unable to stand or walk or use their arms except for a very 
little, or to hold up their heads well at 3 and 5 years of age. They 
masticate food and the sphincters are not affected. Their general condi- 
tion is described as being first class. The mother is now pregnant again 
and I wish to have your opinion as to a third child being afflicted with 
the same trouble. H. H. Harrison, M.D., Asheville, N. C. 


ANSWER.—There is some difference of opinion among neurolo- 
gists regarding the question of Oppenheim’s disease (myatonia 
congenita) being a hereditary and familial entity. Most of the 
opinions are that it is neither hereditary nor familial and that 
one of its most characteristic signs is that the disease tends to 
improve. Another type of atrophy that one sees occasionally 
is known as the Werdnig-Hoffman atrophy. This is an infan- 
tile condition and is both hereditary and familial and the prog- 
nosis is poor. It is possible that the two children have this 
type of atrophy. If this is the case, the present pregnancy may 
result in another similarly involved child. 


TREATMENT OF ENDOCERVICITIS WITH 
ENLARGED UTERUS 

To the Editoy:—A woman, aged 44, normal in all other respects, with 
a long stringy mucoid discharge of several months’ duration, secondary 
anemia, enlarged uterus about the size of a two months pregnancy, and 
a large eroded boggy cervix, has regular menstruation, with a larger 
amount of loss of blood for the first two or three days than normal. 
Secondary anemia is being satisfactorily treated. What forms of treat- 
ment would be advised in such a case? M.D., Oregon. 


ANSWeR.—The stringy mucous discharge undoubtedly comes 
from the glands in the boggy cervix and may be controlled by 
One or more electric cautery treatments. However, care must 
€ exercised that the cautery incisions are not made too deep 
or too near the internal os. The secondary anemia must of 
course be overcome by various medicinal preparations and the 
Proper diet, but if the excessive monthly flow is a factor in 
Maintaining the secondary anemia it is advisable to stop the 

Ow entirely, especially because the uterus is most likely one 
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that is generally called a “fibrotic” uterus. Since the patient 
is 44 years of age there is relatively little harm in producing 
an artificial menopause by inserting radium into the uterine 
cavity. In a uterus of this type, 50 mg. of radium should be 
left in the uterus for thirty hours. If the patient is of a 
nervous temperament it is better not to destroy the ovarian 
function by radium. The uterus should be removed vaginally. 
This operation is safer than an abdominal one. Furthermore, 
it will enable easy removal of the eroded, boggy cervix, which 
may lead to further trouble if left in situ even if radium is 
applied. If the patient is not a good surgical risk, radium 
should be used to control the bleeding, and the cervix should 
later be cauterized if necessary. 


SENSITIVITY TO PICRIC ACID 

To the Editor :-—Please give in detail an approved method for desensi- 
tizing a person who is hypersensitive to picric acid and to picric acid 
compounds. The hypersensitivity is manifested by skin reactions which 
are limited for the most part to those portions of the skin with which 
the acid comes in cont:ci. The various stages in the order of their 
appearance and the duration of each stage are as follows: (1) local 
erythema and intense itching beginning about twelve hours after contact 
and lasting from one to two days; (2) localized brawny edema with the 
formation of pin point to pin head size vesicles on the erythematous 
base, giving a feeling of puffiness, drying and smarting; this stage lasts 
from two to six days; (3) gradual disappearance of the vesicles followed 
by scaling of the superficial epithelium lasting from two to four days. 


G. E. Marr, M.D., Hamilton, Ohio. 


ANSWER.—There is no safe or effective method for immuniz- 
ing against drugs in general and especially against chemicals 
producing contact dermatitis. The only practical procedure to 
be advised is the protection of exposed parts by the use oi 
rubber gloves. If this is not possible a change of occupation is 
the only measure to be recommended. 


TRUMPET PLAYING AND OTITIS MEDIA 

To the Editor :—How much danger is there in forcing infection up into 
the eustachian tube and the middle ear by playing a trumpet while suffer- 
ing from a mild acute rhinitis with moderate nasal obstruction from swell- 
ing of the inferior turbinates? I have a patient, aged 12 years, who has 
had repeated attacks of otitis media and he plays a trumpet. His last 
attack of middle ear infection followed a mild acute rhinitis and playing 
on the trumpet. Is the trumpet playing any factor in the ear infection 
in this case? Kindly advise whether he should omit the trumpet playing 


Please omit name. ~M.D., Colorado. 


ANSWER.—It is not likely, but it is possible, that in the 
presence of a nasal obstruction trumpet playing might be 
responsible for attacks of otitis media. The forcible distention 
of the cheeks with air while playing this instrument coupled 
with nasal obstruction would present a situation similar to that 
known as the Valsalva method of inflating the ears. Should a 
rhinitis be present, the purulent infected material could be 
forced into the middle ear cavities. It might be wise in this 
particular case to cease trumpet playing at those times, at least, 
when a head cold is present. 


HY POGONADISM 

To the Editor:—A boy, aged 14 years, who is well developed and 
nourished and whose past history is essentially negative except for fre- 
quent colds, was operated on for appendicitis five years ago. For the 
past five months he has been having “hot flashes” frequently and with 
apparently no relation to anything he does except possibly excitement; he 
has a headache after any moderate exertion, the cause of which I cannot 
locate. His body has the aspects of the female body, as also does his 
carriage and gait. His skin is of a soft texture, his hair is silky, and the 
distribution of the pubic hair is quite horizontal, as in the female. The 
penis is of normal size, and the testes are small but well formed. The rest 
of the body is essentially normal, as are also the laboratory data on the 
blood and urine. The boy’s tendencies are to avoid masculine sports; 
however, he does like to watch them. Once in a while he plays football 
but invariably has a headache afterward. Incidentally, the boy has been 
babied by his mother since he was an infant—she wanted a girl. What 
is your diagnosis? What is the treatment of choice? Do you think the 
environmental circumstances predisposed to this condition (being babied) ? 
What is the ultimate prognosis with treatment and without treatment? 


M.D., Ohio. 


ANSWER.—The fact that the boy has been babied by his 
mother would have a temporary psychic effect on his future 
conduct, but such a result will probably not be able to withstand 
the powerful influences of a normal sexual development. The 
patient may be given a few injections of the gonadotropic 
extract of pregnancy urine or placenta (autophysin, antuitrin-S, 
A. P. L., follutein and the like). Such patients may show 
marked growth of the external genitals, loss of weight and 
change to a more masculine bodily configuration after this treat- 
ment. Small doses. of thyroid may be beneficial. 





BILATERAL HYDRARTHROSIS—CHRONIC 
SYNOVITIS OF KNEES 

To the Editor:—A white man, aged 21, has bilateral hydrarthrosis of 
both knees. The onset came about two months after an acute gonorrheal 
infection. The gonorrhea had its onset one year ago. At present there 
is no discharge from the urethra, and smears are negative. The prostate 
is normal. The urine contained one pus albumin for about eight months 
but is now perfectly normal. The knees are painless and the fluid capac- 
ity as determined by aspiration is about 2 ounces (60 cc.) in each knee. 
I should like an expression as to what treatment would be most promising 
to relief. The Kahn test of the blood is negative and there are no other 
signs of syphilis. The general physical condition is very good. Please 
M.D., Missouri. 





omit name. 


Answer.—As the knee condition has existed for ten months, 
it can be classed as a chronic synovitis, probably gonorrheal 
in origin. The injection, through a fine hypodermic needle, 
of 2 cc. of 50 per cent compound solution of iodine into each 
knee joint, repeated in one week, will be beneficial. In some 
patients this causes a temporary increase in the synovial effu- 
sion, which subsides in two weeks after the second injection. 
The joint usually then becomes nearly or quite normal. 

In case this method of treatment is not finally successful, the 
knees should be superheated in a baking apparatus for twenty 
minutes once a week. 

The use of hyperpyrexia by the hypodermic injection of 
foreign proteins, such as typhoid vaccine, repeated once a week, 
may be of assistance. 


EYE IRRITATION FROM OILED ROADS 


To the Editor:—Kindly inform me as to the best method of caring for 
eye irritations resulting from oiling roads. 
C. J. Patruorr, M.D., Springfield, Ill. 


ANSWER.—Crude oil used for oiling dirt roads contains much 
kerosene and gasoline. Intense heat may drive off the gasoline, 
and the fumes may be irritating to the conjunctiva. The oiled 
dust entering the conjunctival sacs, when blown about, causes 
irritation from the kerosene as well as from the foreign bodies 
(dust particles). For workers, goggles should be use to protect 
against the dust. 

For conjunctivitis resulting from the irritation, 1: 1,000 
solution of epinephrine used four times a day along with cold 
applications for from ten to fifteen minutes makes the patient 
comfortable. A bland ointment such as boric acid ointment 
on in the conjunctival sac is the only other medication of any 
value. 


ERGOT PREPARATIONS FOR HEADACHE AND 
POST-TRAUMATIC HEADACHE 


To the Editor:—In “Queries and Minor Notes” in THE JourNAL 
January 30, page 416, is a discussion signed ‘‘M.D., Texas.’ entitled 
“Danger in Ergot Preparations for Headache,” in which the description 
of a typical post-traumatic headache is given. I note that no attempt at 
treatment is given or suggested except that of the use of drugs. I 
believe that your answer is rather incomplete, as no mention is made of 
the use of spinal insufflation of air or section of the middle meningeal 
artery at the foramen spinosum or of any of its branches. Following the 
lead of Dr. Penfield of Montreal, many neurosurgeons are using the 
spinal insufflation of air with considerable success in the treatment of 
the post-traumatic symptoms. Many times the middle meningeal artery 
has been ligated at the foramen spinosum or isolated branches at other 
locations, with relief of certain types of post-traumatic headaches. Per- 
sonal experiences with both these methods have convinced me that they 
are of great value in the treatment of the cases after proper study has 
been made. Naturally, I advise the use of the milder methods first, but 
after they have been proved of no avail or possibly dangerous the other 
methods give good results. It is necessary to give the patient careful 
individual examination and make as nearly accurate diagnosis as possible, 
before using them. I know of no bad results following either method. 


Joun D. Grecxier, M.D., San Antonio, Texas. 


HEIGHT-WEIGHT-AGE TABLES 


To the Editor:—The letter concerning a _ height-weight-age formula 
(THE Journat, February 20, p. 666) suggests that two additional 
formulas may be of interest. One is the continental rule: Weight in 
kilograms = height in centimeters — 100. That is, a man 182 cm. tall 
should weigh 82 Kg. 

The other is my own, derived from the Medico-Actuarial Mortality 
Investigation, and represents a rough approximation of optimal rather 
than average weights: Assuming that a man 5 feet tall should weigh 140 
pounds at age 20, add 4 pounds for each additional inch in height, and 
subtract a pound for each year beyond age 20. Thus, a man 5 feet 10 
inches tall should weigh 140 + 40 = 180 pounds at age 20, 170 pounds 
at age 30 and 160 pounds at age 40. At extremes of age and height the 
results are rather startling, but in general the table will be within 10 
pounds of the optimal range, i. e., the weight accompanied by the lowest 
mortality. Rosert W. Buck, M.D., Boston. 
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Medical Licensure as It Relates to the Practice 
of- Medicine 

Dr. Epwarp H. Cary, Dallas, Texas: Those who studied 

the medical schools at the end of the nineteenth century recog- 
nized that little progress could be made in improving the purely 
commercial schools or in eliminating the low grade institutions 
without the cooperation of the state licensing boards. As time 
has elapsed, higher standards have been established in harmony 
with the ideals of the high type practitioners serving on the 
licensing boards. The conjoined contribution of the American 
Medical Association and the Federation of State Boards of 
Medical Examiners toward higher standards should be appre- 
ciated. A generally recognized fact is that graduates of class 
A medical schools who appear before their state boards experi- 
ence little difficulty in passing fair technical examinations. With 
well equipped and acceptable candidates, the question could be 
raised whether or not the certificate from the National Board 
of Medical Examiners would be sufficient requirement of exami- 
nation in medical licensure. If so, many units of licensure that 
exist in the forty-eight states would be largely disposed of. 
’ Any effort to reeducate the people in the United States to 
disregard the established idea of regulating medical standards 
through recognized state boards would in all probability meet 
the same opposition as would an attempt to abolish freedom 
of worship or freedom of speech. The members of the boards 
are usually selected not only for their scientific knowledge 
which makes them suitable members but for their political 
acumen as well. Collectively, the board is recognized as a part 
of administrative government. Doctors should realize the 
importance of contacts with those who run governments, and 
such contacts should be conserved and made effective in the 
public interest. It has been found that medicine can support 
any measure definitely beneficial to the people and in so doing 
protects its own interest. 

Practitioners in recent years have become acutely conscious 
of impending legislation affecting their interest. Medicine today 
in this country would be in a sad plight if it were not organized. 
Eternal vigilance is required with respect to the many laws 
and bills touching on medicine and the methods of medical 
practice. It is impossible to know what political implications 
may be projected by laymen who are concerned about the 
methods of practice of medicine. There are those who have 
manifested a tendency to determine for the profession and the 
people just what innovations are best. The medical profession 
has resisted this idea, It believes that in an orderly manner 
the leaders of medicine, who in a democratic way have had 
placed on their shoulders such responsibility, will be able to 
determine the consensus of the profession. These appointed 
men reflect the general attitude of the profession of medicine 
toward proposed variations in medical practice. We believe, 
too, that a solution for the multiple economic and social prob- 
lems confronting medicine can be ascertained only after con- 
sistent and open-minded study of the problems on the part of 
those leaders deeply interested in conditions as they exist and 
as they know they should exist in this mechanical or tech- 
nological age. It is untrue that the medical profession is resist- 
ing an orderly transition in its relationship to society. But 
only through the advantages of their vast experience al 
knowledge of human needs and a careful analysis of the social 
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problems can medical leaders point out advisable changes in 
the interest of both profession and the people. 

Various professions are being subjected to pressure based 
on a desire on the part of the masses to receive the benefits 
of the learning of its members at a cost which requires little 
perspicacity on their part. This being true, the dental pro- 
fession has the same urge to utilize its whole machinery of 
organization in cooperation with the medical profession to 
harmonize professional views so that at once we may resist any 
unwarranted invasion on the rights and privileges which should 
come to those who prepare themselves for special service and 
who have in the main utilized their best efforts for public good. 
Other professions, such as pharmacy and law, are more or less 
subjected to similar propaganda for change. We must not 
separate the interests of pharmacy and its board of licensure 
from medicine and dentistry; their interests are so interwoven 
that respect and cooperation, one for the other, may be easily 
commanded. We cannot say as much for the legal profession, 
yet after all the effort of the American Bar Association to 
reorganize somewhat along the lines of the American Medical 
Association will eventuate in better lawyers and high ethical 
standards. When this is accomplished, the professions men- 
tioned will find themselves more closely allied in their ability 
to study mutual problems and likely reach helpful conclusions. 
No professional group wishes to retard the blessings to be 
derived by the people from advantages of education and experi- 
ence, but it behooves the leaders of the professions to consider 
the distribution of these so-called blessings, so that they may 
be generously bestowed without breaking down the fundamental 
bases that underlie and support the framework of all education 
and its happy output. 

Years ago the drift of medical graduates away from the 
country into the cities was recognized. A. few thought that 
lowering standards for the country practitioner would solve 
the problem. It was not difficult to meet this argument by 
pointing out that the poorly equipped practitioners, particularly 
the cultists, succeeded ‘only in cities; in fact, they rarely prac- 
ticed except in densely populated communities, where their 
mistakes would be less noticeable. It seems that the trend 
now is more in the direction of medical men going back to the 
country than was the case for several years. The board of 
licensure and the medical profession should definitely cooperate 
in this problem. The Committee on Legislative Activities of 
the American Medical Association reported last year to the 
Board of Trustees that in certain high places the charge had 
been made that the medical licensure boards apparently were 
negligent in bringing about the revocation of licenses of the 
violators of the Harrison Narcotic Act, regardless of whether 
or not the addicts had been convicted in court of gross mis- 
conduct in prescribing narcotics or of gross incompetence in 
the practice of medicine. It would seem possible for the boards 
oi licensure to find a way to revoke the medical license of this 
type of practitioner. The profession should take quick and 
definite action to expel such a man from the county medical 
society, but we must cooperate to see that the punishment goes 
further. It is interesting to note that in states like Pennsyl- 
vania and New York this narcotic situation is so well in hand 
that it is not considered of any great moment by the officials 
of law. The great state of Illinois is not quite so fortunate. 

Definitely the interests of the medical profession and the 
boards of licensure are interrelated. We should be wide awake 
to the abuse of these special privileges and fight hard to rid 
the profession of the men who claim the right to practice 
medicine but violate its obligations. I say this advisedly with- 
out recrimination but to urge that all physicians join forces to 
suppress a great evil. Official Washington feels that it cannot 
handle successfully the addicts of the profession, whether they 
have been convicted or not, unless they are supported by whole- 
hearted cooperation on the part of the medical profession and 
the medical boards of licensure. The board of licensure has 
found, through long years of experience, that the office of the 
district attorney and other legal routine has not been effectual 
in handling illegal practitioners. The development of evidence 
necessary to substantiate accusations and actually convict the 
wrongdoer is a highly specialized task. The boards of medical 
licensure are primarily concerned in protecting the people 
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against illegal practitioners and quacks. No one can question 
their unbiased interest in the people. The medical profession 
is equally unbiased and diligent in conserving the best interest 
of the people whom it strives to serve unselfishly and well, 
but who will concede this point? 


DISCUSSION 


Dr. E. SANBorN Situ, Kirksville, Mo.: I should like to 
ask of Dr. Cary what arguments were advanced in behalf of 
the annual registration of physicians? I should like to have 
Dr. Cary tell us how they have accomplished it in Texas. 

Dr. C. B. Wricut, Minneapolis: We have had the registra- 
tion law for a number of years in Minnesota. I was instru- 
mental in helping such a law to be passed. We had some 
opposition from the profession itself and from the profession 
outside the state. The men we called in consultation from 
other states felt that it was not fair to the doctors to tell them 
to pay a reregistration fee to help enforce the law against these 
malefactors. This was the argument: First, the reregistration 
of physicians is very important, because in going over the list 
of men who had passed the board examination we found there 
were many men who had died some number of years ago, and 
other men were actually practicing under their names, under 
their certificates. We also found there were many men who 
were registered in the state of Minnesota who had moved 
away and had quit practice. We had no idea as to how many 
men there were actually in that state practicing medicine. The 
second thing is the fee. When we went to these men who had 
passed the basic science law in the legislature and appeared 
before the committees, we had great difficulty in convincing 
them, and of course we had a great deal of opposition against 
the basic science law by the cults and the irregular practitioners. 
We knew and we were told by the men, by the various com- 
mittee members and the public health committees, that if we 
wanted a reregistration we would have to pay for it ourselves, 
because the legislature would not pass any law or give any 
appropriation for that purpose. We decided that a reregistra- 
tion fee which we paid ourselves and which we ourselves con- 
trolled through the board would be more valuable. As the 
money for our board comes not from an appropriation but from 
a tax that we ourselves pay, that money is pretty well con- 
trolled. We feel that we were wise ten years ago in having 
a reregistration law passed; we were wise in having the reregis- 
tration fee, which gives money enough to hire an able investi- 
gator, who has done wonderful work in raising the standards 
and clarifying the situation in Minnesota. Our board wasn't 
on a high plane before we passed our medical practice act 
about ten years ago, but we were able to get into that medical 
practice act this requirement, that the council of the state 
medical association should nominate three men to the state 
board of medical examiners. It has been a very important 
thing in guiding governors to make good appointments. 

Dr. I. D. Metzcer, Pittsburgh: The state of Pennsylvania 
in 1925 put through a registration act, which was the first 
act that was passed among the various states. The fee is $1. 
No fee would have been attached except for the fact that it is 
impossible to get any doctor or any one else to register unless 
they are made to pay. This fee originally was allotted to the 
state board of medical education and licensure for enforcement 
of the act. Within three weeks after that time, a law was 
passed requiring all fees to go into the state treasury and be 
returned to the various boards by enactment through the legis- 
lature, The result was that we had our money thrown into 
the treasury and we had to get it back. We got it back 
without much trouble and have had it ever since. Following 
our registration act in medicine, within a few years a registra- 
tion act was passed for all the various other boards, some 
seventeen acting under the department of public instruction. 
This included the nurses’ board, the dental board, the architects’ 
board and others. It has been a very effective measure. The 
method of procedure now is to have an enforcement officer 
secured through the attorney general’s office, acting under the 
department of public instruction. His full duty is to enforce 
the laws of the various boards. He has eighteen or twenty 
investigators, each delegated to certain portions of the state, 
and he investigates for all the boards in that particular field. 
The enforcement officer is in close touch with the various 
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district attorneys and counties and leads them in the direction 
of prosecutions. They have been effective because of that fact. 
It takes away the charge that doctors are trying to defend 
themselves. We wouldn’t think of going back to the old form 
of having no registration act. It gives the public knowledge 
of those who are actually entitled to practice. That I think is 
a very effective means of controlling those who are not licensed. 
With regard to the art of medicine, last year in my paper 1 
deplored the fact that we had no technic by which we could 
judge the real genius of a doctor, If a man knew enough, we 
licensed him to practice. He might not be able to practice 
at all. We lost something when we quit the apprenticeship 
system, which was in effect before we had the regular courses 
in medicine, the preceptor plan. The young man who con- 
templated the study of medicine would go around to the 
preceptor and see the various types of work he had to do, the 
types of cases he had to treat, and, before he got far, he said 
“I don’t want that sort of thing in my life,” and he quit. 
\nother man going around and seeing all these various cases 
of accidents and all that sort of thing would say “That is what 
I want to do. It is a challenge to me.” The medical schools 
could do something of that type in the aptitude test which is 
required of medical students now. Why can’t we have some 
technic by which we can sort them out as to whether they are 
adapted to the study of medicine, not whether they can study 
or whether they can think or whether they can reason? That 
is what the aptitude test does now. It fails to touch the very 
thing we need in the acquisition of medical students. 

Dr. Harotp Rypins, Albany, N. Y.: In New York we have 


subdivided the functions of those licensing physicians, that is, 
the state board, and the functions of those who try to get rid 
t the bad physicians, which is the so-called Medical Grievance 
Committee. In answer to the question as to how the annual 


registration assists this particular body, I may say that it 
assists very largely by providing the necessary funds for having 
due process of law. We have set aside from the funds derived 
from the annual registration sufficient money to have two 


- 


assistant attorney generals who do nothing but act as counsel 
to the Medical Grievance Committee. We hold a regular court, 
which is limited to complaints against physicians, in the same 
way any civil court would hold a trial. The Grievance Com- 
mittee of New York has now heard over 500 complaints against 
physicians; about 250 of those are unfounded complaints 
against physicians; that is, there are just as many complaints 
against physicians which should not be brought as those which 
should be brought. The committee has two separate functions. 
It attempts to discipline those physicians who are acting 
improperly. We have taken away some forty licenses. We 
have put about thirty men on probation for one or two years, 
and we have formally reprimanded and disciplined several 
dozen physictans. On the other hand, where we have 250 com- 
plaints from people, such as “My child had diphtheria and the 
doctor did the wrong thing and the child died,” or “The child 
was killed from a mastoid operation,” there the same committee 
has had the opportunity to hear these complaints in detail, to 
allow the physician to make a statement, and to attempt to 
explain to the complaining individuals that the medical profes- 
sion has done what was right and proper under the circum- 
stances. We have had annual registration for ten years. I 
think the profession is satisfied that it is getting its $2 worth, 
even though this year the money is being diverted to the state 
treasury. We have in that law, however, the fact that all fees, 
fines and penalties derived from the prosecution of these illegal 
practitioners shall also be allocated to the use of the medical 
department. In that way the $2, which in New York State 
amounts to about $40,000, is raised to about $50,000. The 
medical profession has a right to ask the legislature for these 
fines, because, as Dr. Wright pointed out, the medical profession 
is paying out of its own pockets for -what should be a tax- 
paying state function. 

Dr. Roy B. Harrison, New Orleans: If memory serves 
me correctly, California was the first to have registration, and 
Louisiana was second. We have had it over twenty years. It 
it written into our law that we have the power to suspend and 
to revoke licenses. I think if the laws had written into them 
that the states can suspend and revoke for certain causes, there 
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wouldn’t be any trouble with the violator. We try them and, 
if we find sufficient evidence, we take the licenses away. The 
annual registration, as far as Louisiana is concerned, has been 
very successful. 

Dr. J. R. Neat, Springfield, Ill.: Illinois does not have 
a registration law. In our department of registration and 
education, as in Pennsylvania, a similar number of boards 
exist, seventeen professional, trades and occupations. All 
those but the two professions of dentistry and medicine do 
pay an annual registration. That money goes into the state 
treasury and has to be reappropriated to the department. The 
department has a bureau of investigation. We can’t see where 
the other trades and occupations get any better service from 
the punitive side of the picture than do the physicians. I have 
often wondered what is the status of the physician who neglects 
to reregister and then is sued for malpractice or is sued for 
practicing medicine without'a legal status so to do. 

Dr. Rypins: So far as New York is concerned, the law 
states that the only punishment for failure to reregister is a 
fine of not more than $1 for each month of failure. 


Dr. Epwarp H. Cary, Dallas, Texas: In Texas we realized 
early that the function of the county attorney, for instance, was 
to prosecute offenders of the law. The medical profession found 
that the county attorney, who in many instances had no interest 
in the matter, frequently had influence brought to bear on him, 
which caused him not to be interested in the punishment of the 
individual. In addition to that the county attorney did not 
stimulate any activity from any source that would bring about 
information of a special character which would be good in the 
court. So these things, along with others, justified an appeal 
to the medical society throughout the state of Texas to submit 
to a registration law. The board of examiners immediately 
found it necessary, when it had this much money, to employ 
the kind of special agents such as detectives, who go over the 
state and develop the facts that might appertain to some indi- 
vidual and then to put them before the county attorney 
and bring pressure to bear through the local doctors and 
others on the county attorney. From that time on I think 
the board of licensure has been more effective. After long 
years of experience I realize the importance of whole- 
hearted cooperation between the practitioners of medicine 
and the licensing boards. As chairman of the Committee on 
Legislative Activities of the American Medical Association, I 
realize how necessary it is for us to have the cooperation of 
all those forces throughout the United States which can be 
utilized intelligently at once, to bring to bear some kind of 
pressure here and there which would aid us in stopping legisla- 
tion that is not proper. We should be deeply interested in 
combining the influence of the boards of medical licensure, the 
boards of dental licensure, the pharmacy boards, the American 
Medical Association and all, to be well equipped with informa- 
tion and to be thoroughly cooperative, so that we would be able 
at any moment to use our forces throughout the nation where 
we want to use them. 


Dr. THomas J. Crowe, Dallas, Texas: Dr. Cary made one 
slight mistake with reference to the money from the annual 
registration. It is deposited with the state but in a special 
registration fund and drawn on only by the state board, on the 
signature of the secretary and the president of the board, to 
prevent any one man from handling the money of the board. 
It is the only thing for the medical profession, I think it is 
their salvation if the states will adopt some form of registration, 
one that will provide for official prosecutors, 


The Fallacy of Spinal Adjustment 


Dr. Tuomas J. Crowe, Dallas, Texas: I shall direct atten- 
tion to a discussion of the nervous system, the spine, and the 
exhibits with which I hope to prove the fallacy of spinal adjust- 
ment. This mounted spine shows nerves and ligaments as 
they are found on dissection. Observe its five divisions: ceér- 
vical (neck), thoracic (ribbed), lumbar (loin), sacral (hip) and 
coccygeal (four lower vertebrae). The sacral and coccygeal 
divisions, being fused, are practically one bone. The cervical 
vertebrae are smaller than the thoracic and lumbar. The 
transverse processes are short and show a foramen on each side 
for passage of the vertebral arteries, which are life savers when 
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in slashing the throat both carotids are severed. The spinous 
processes of all except the seventh, the first prominence felt on 
running the finger down the back of the neck, are short, turned 
sharply downward, overlapping from above down, and are 
deeply buried—from 1% inches above to three-fourths inch 
below—by the ligamentous nucha, which extends from the back 
of the head to the spine of the seventh cervical vertebra, being 
strongly attached to all the vertebrae between. The nucha is 
the part on which the wrestler plants a rabbit punch with force 
sufficient to somersault an opponent, without injury to the spine 
or vertebrae. The articular processes of the cervical vertebrae, 
except the two upper ones, axis and atlas, slant from before 
backward and from the sides inward and downward, so that 
one cannot be moved appreciably without carrying the one 
above or the one below it, even when its strong ligaments and 
the nucha have been removed. On the upper surface of the 
third cervical vertebra is an upstanding tubercle which fits into 
a deep depression on the corresponding under surface of the 
one above it, the axis, fixing the latter so that its long per- 
pendicular odontoid process, which passes through the canal of 
the first vertebra, the atlas, thus fixing securely the odontoid, 
which by a strong transverse ligament is held against the 
anterior arch of the atlas, to which the head is attached, thus 
forming a pivet on which the atlas rotates when the head is 
turned from side to side. The ligaments of the cervical ver- 
tebrac are so much more resistant than the bony parts that 
they hold even when the bony parts have been fractured or 
crushed. 

Except that they are larger, their articular processes more 
sharply slanted and more deeply interlocked by bony processes, 
preventing movement, the spinous processes much longer and 
not turned sharply downward, and show the points to which 
the ribs are firmly attached, what has been said of the cervical 
vertebrae is true of the thoracic and the lumbar, except that 
the lumbar vertebrae have no ribs attached. When the thoracic 
and lumbar divisions are placed in their natural positions move- 
ment is impossible, even without support of their binding liga- 
ments. The vertebrae of the sacral and coccygeal divisions, 
being fused into practically one bone, need not be considered. 

All the intervertebral foramina are three times the diameter 
of the nerves passing through them; a thick cushion of fatty 
tissue surrounds each nerve, holding it in the center of the 
foramen, and safely protecting it against pressure even under 
extraordinary conditions. Except in case of fracture or crush- 
ing of a vertebra or laceration of its powerful ligaments, it is 
impossible to dislocate or subluxate a single vertebra to the 
point of pinching the nerves passing through its foramen. 

Any movement of a thoracic vertebra must carry a rib with 
it or tear it from its attachment. Further, the articular proc- 
esses are so deeply interlocked that one of them could not be 
moved without lifting it and all above it from one-fourth to one- 
half inch and carrying all superimposed structures with it, in 
order to release it from the interlocking socket of the one 
below. The nineteen powerful ligaments of the spine are 
powerful enough to resist a force sufficient to fracture, even 
crush, the dense bony parts of the vertebrae and reduce the 
softer body part to a powder, as proved by actual test. 

The surprising thing about the subluxated or slipped vertebra 
is that, according to adjusters, it will not stay put; that, unlike 
other dislocated bones, and notwithstanding its interlocking 
articulations, intervertebral fibrocartilage, supporting ribs and 
numerous sustaining ligaments, it has to be readjusted every day 
or two, regardless of what ails the unfortunate patient— 
whether whooping cough or stone in the kidney. It sounds 
like the story of the Indian doctors who cure people by throw- 
ing them into a fit. Having shown the contacts of the cerebro- 
spinal nerves with those of the autonomic system; that the 
anglionated autonomic system gives nonmyelinated gray fila- 
ments to all the spinal nerves but receives in return myelinated 
white filaments from only thirteen anterior roots of the cord, 
and these are grouped in only four ganglions of the sympathetic 
division of the autonomic; that more than half of the autonomic 
system has no connection whatever with the spinal cord; that 
the ganglions of the autonomic, even the intrinsic ganglion of 
an organ, will maintain its function after it has been freed of 
other innervation; that the sturdy interlocking articular processes 
of the vertebrae, intervertebral fibrocartilage, supporting ribs, 
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nucha and numerous powerful ligaments—actual specimens and 
charts of which are presented—all serve to make the manual 
movement of a vertebra in a living person impossible, except 
when the bone is fractured or crushed by a powerful blow or a 
crushing force (when the ligaments usually hold so that trac- 
tion produces realinement of the fragments), I submit this paper 
for consideration and decision as to whether the claims made 
for the beneficence of spinal adjustment should be regarded as 
fact or fallacy. 
DISCUSSION 

Dr. Tuomas J. Crowe, Dallas, Texas: The paper was not 
intended as a criticism of method at all, but I hear in the court- 
house all the time about the spinal adjustment business. We 
shall never get anywhere until the public realizes what scientific 
medicine means. 


The Doctor and the Narcotic Violator 

Dr. R. L. SENseNiIcH, South Bend, Ind.: The Bureau of 
Narcotics reported the detection of 5,200 criminal violations 
of the Harrison Narcotic law in 1935 and conviction in 2,065 
cases in the same year. There is nothing in the .Harrison 
Narcotic Act or in the laws of the various states prohibiting 
treatment, reasonably planned and carried out, in an effort to 
effect a cure of narcotic addiction. It should, however, be 
emphasized that any type of ambulant treatment of average 
addicts, outside of institutions, uncontrolled and dependent on 
the voluntary reduction of the narcotic, is recognized to be 
ineffective. I'rom this basis such treatment must be admitted 
in itself to be a violation of narcotic laws by the administering 
physician. Even treatment in institutions not organized for 
treatment of narcotic addiction and without specially trained 
personnel for the care of addicts is discouragingly unsuccessful. 
Narcotic addiction has a psychologic basis, and the performance 
of any cure is dependent on the intelligence of the patient, ade- 
quacy of the psychologic adjustment, and completeness of the 
personnel and environmental rehabilitation attained. Obviously, 
little can be accomplished without institutional and sociologicat 
facilities such as are not now available to the average physician. 
It would seem proper for the medical profession to encourage 
broadening of the activities of ethical institutions under com- 
petent medical management to include such supervision and 
assistance after discharge as would make possible some salvage 
from this group of addicts. Some might necessarily be treated 
at public expense, but no progress can be made in the reduction 
of existing addiction without institutional treatment. For the 
confirmed addict little can be done when personality defects 
make rehabilitation impossible. A study of 946 addicts in 1935 
revealed an extremely high criminal record, as reported by the 
Bureau of Narcotics of the Treasury Department. 

What manner of individual is the medical narcotic violator ? 
A study was made of available histories of physicians convicted 
of narcotic violations. The following is a description of the 
narcotic violators studied: The average age determined was 
60; the youngest was 41 and the oldest 67. Thirty per cent 
were of foreign birth; 20 per cent were natives of this country ; 
in 50 per cent, places of birth were not recorded. The pre- 
medical education of 10 per cent was reported in foreign insti- 
tutions, 30 per cent in American universities, and in 60 per cent 
there was no record. The medical education of the group was 
as follows: Two were not graduates in medicine. Fifty per 
cent of the medical schools from which graduation was reported 
are extinct and were not of acceptable standing according to 
the standards of medical education at the time the men were 
graduated. Only one physician in the group indicated interest 
in any specialty, that being public health work. Thirty per cent 
of the number were convicted of other criminal offenses in 
addition to violation of the Harrison Narcotic Act, falsification 
of government reports, and forgery of prescriptions, incidental 
to the narcotic violations. Fifty per cent of the number repeated 
the violation of narcotic laws after release, some having served 
two or three terms of imprisonment. Twenty per cent of the 
number, in the course of their trials for violation of narcotic 
laws, admitted narcotic addiction. 

When the state agency whose duty it is to enforce the narcotic 
laws disregards conviction in federal court for acts which are 
also violations of neglected state laws, in themselves sufficient 
basis for disciplinary action, it tends to break down respect for 
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the law and the manner of its enforcement. Judgment of physi- 
cians is sometimes swayed by the implied doubt as to the fairness 
of the conviction, the character of the evidence or the impor- 
tance of the law. Irked by the annoyance of required records, 
and narcotic license and tax, it is easy to lend sympathetic ear 
to the individual who complained that he was convicted on a 
technicality. Color is given to this statement when the state 
licensing body which has the records of the case, or may 
readily obtain them, chooses to disregard the conviction. Fed- 
eral authorities have repeatedly stated to the Committee on 
Legislative Activities that no action is brought against a physi- 
cian until it is established that he is a conscious violator of 
the law in a major respect, and then only after he has been 
warned to cease the violation and given opportunity to comply. 
The names of those known to be addicts, and names of those 
convicted of narcotic violations are furnished to the proper 
state licensing agencies by federal authorities, and not to the 
private physician or his local medical society. The by-laws of 
constituent and component societies of the American Medical 
Association should contain specific provisions that conviction of 
federal or state narcotic violation’shall constitute a cause for 
expulsion from the medical society, Even with this provision, 
action may be neglected because no member wishes to take the 
initiative in invoking the expulsion clause. Action should then 
be instituted by the state association or by the Judicial Council 
of the American Medical Association, as continuation of indi- 
viduals, convicted of crime, in membership of medical societies 
reflects unfavorably on the whole group. The physician may 
disapprove of a suspected delinquent on the basis of information 
personally acquired. The status of the violator is directly 
governed by the action of the state licensing body in whom 
authority to judge and take disciplinary action is invested. 
Some state licensing boards apparently operate effectively, 
but there is reason to believe that other states operate ineffec- 
tively. Inadequate or cumbersome legal structures should be 
corrected. The uniform narcotic law, with minor modifications 
to meet special needs or fit into the legal structure of the 
various states, offers some advantages. The medical profession 
might well assist in promoting advisable changes in law. In 
the routine administration of laws, making certain actions 
mandatory and others optional only within certain limits, the 
broader purpose of the administrative unit apparently is some- 
times forgotten. There should be the closest cooperation 
between the private physician and the state licensing board in 
dealing with the narcotic violator. Recognizing the importance 
of maintaining high medical standards, and the responsibility of 
organized medicine to the public, the doctor will support the 
just administration of laws relating to the narcotic violator. 


A Lawyer’s Point of View on the Narcotic Problem 


Mr. HerMAN B. Cartson, Des Moines, Iowa: To enforce 
the narcotic statutes without consideration of humane impulses 
and the conservation of the victim, whether vender or addict, 
is not altogether a simple problem, nor is it easy to conclude 
that is the thing to do. The attention of the world has been 
gripped by the pronouncement of a war lord in China that all 
drug addicts who have not given up the habit by Jan, 1, 1937, 
are to be executed. Indeed, according to newspaper reports 
more than a hundred were at a single execution rite shot and 
killed in the Chinese manner. It seems that hundreds of thou- 
sands more are doomed to that same punishment. We in 
America believe that the drug addict is more unfortunate than 
vicious, and while strict enforcement of penalties is justified, we 
acknowledge not our wisdom but our poverty in understanding, 
because we know of no better remedy. 

State officials are sometimes criticised because reported viola- 
tions are not followed through to prosecution, revocation of 
license to practice and confinement of the vender. On the 
theory that fire can best be fought by fire, law enforcers and 
investigators who measure their achievements in statistics and 
not in the betterment of men have adopted the stool pigeon 
method of ferreting out the offender. Too frequently a victim 
must be found by the stool pigeon or he doesn’t keep his job. 
As a rule the least culpable are the least suspicious and the 
most easily “entrapped.” The penalties of internal revenue 
violations and threatened prosecution scare the doctor and he 
just doesn’t know what to do. His honor, his reputation and, 


most of all, his family’s reputation is best preserved by having 
the least said. He compromises and pays his penalty. Shall 
he have his license to practice revoked? Possibly human 
intelligence in the inflicting of penalties should not be used, 
This is not the view of the Federal Bureau of Narcotics, for 
Mr. H. J. Anslinger, commissioner, in the proceedings of this 
congress in 1934, page 53, said: “A compromise is usually an 
admission that one cannot go through with the prosecution, 
Cases are compromised for a number of reasons: Sometimes 
witnesses are in another jurisdiction or have died or have left 
the service. We never compromise a case unless the United 
States attorney definitely makes a statement that he approves 
of a compromise and does not believe the case should be prose- 
cuted.” It seems to me therefore that when a delinquent physi- 
cian has been reported and he has compromised we must 
consider him as one of whom suspicion is justified and he should 
be fairly well watched. He deserves admonition but hardly 
prosecution. It has been my effort not to plunge into a prose- 
cution or revocation. I have felt I should make independent 
inquiry; doctors are usually poor lawyers. I have discovered 
doctors who, without the advice of counsel or appreciation of 
the inherent consequences, have pleaded guilty as an easy way 
out. I may have erred but I have used my best judgment in 
arriving at a conclusion as to whether I should insist on revo- 
cation. 

Licenses have been revoked and suspended and will continue 
to be revoked and suspended. In some cases it is the prose- 
cutor’s duty to be vigorous and relentless and in some instances 
to temper justice with mercy. 

I have felt that a wholesale revocation of medical licenses 
would serve no good purpose in developing confidence of the 
public in the physicians. I have felt that the profession cannot 
retain its standing and merit unless out of it are driven those 
few parasitic members who use a fine calling as a screen to 
iniquitous traffic. For them I have no plea for leniency. I 
have felt that most doctors are entitled to a helping hand of a 
prosecutor if there is manhood left worthy to salvage, if the 
danger is not too big. 

Every member of the profession owes it to himself, to his 
professional brother, to the profession and to the community 
to save and not destroy the senses of the citizen. He must not, 
he dare not and he cannot traffic in drugs for addicts and 
survive, 

DISCUSSION ON NARCOTICS 

Dr. WiLt1AM C. Woopwarp, Chicago: There has been criti- 
cism leveled at the profession because of the failure of its 
examining boards to act properly on evidence submitted to them 
that certain members of the profession are drug addicts and 
therefore presumably not capable of practicing their profession 
with safety to the public. The complaint is not that they do 
not revoke the licenses of drug addicts but rather that they 
don’t even hear the evidence in the cases when it is offered 
to them. There are various degrees of culpability in violations 
of that character, but that doesn’t excuse the board from saying 
to the Commissioner of Narcotics, when he submits the evi- 
dence to them that a man has been convicted of violating the 
local law or the federal law, “Let us have your evidence. We 
will hear the case, and after we have heard the evidence we 
will determine what to do and assume the responsibility for it.” 
Again, the criticism is not of their unwillingness to revoke the 
license but primarily of the unwillingness of the board to hear 
the evidence and to assume the responsibility for allowing a 
person convicted of violating the law to continue as a prac- 
titioner, when it is practically certain he will continue to violate 
the law at every opportunity. Something has been said here 
with respect to the conviction of these men through the use of 
stool pigeons. I hardly~think my legal brother is going to 
assume that many of the physicians who have been convicted 
of violating the Harrison Narcotic Act have been convicted 
through the use of stool pigeons. 

Dr. Water L. Brerrtnc, Des Moines, Iowa: Every single 
one in Iowa. 

Dr. Woopwarp: A stool pigeon is used because the law 
enforcement officers have substantial reason to believe that the 
man is violating the law; if it can be shown in court 
there is no substantial reason, the evidence will be thrown out. 
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Those convictions in Iowa rather reflect on the legal profession 
there as well as on the medical profession, because the evidence 
of stool pigeons would have been thrown out, if the statement 
that has just been made by the president of the State Board 
of Health of Iowa is correct. I do not believe that the Federa- 
tion of State Medical Boards or the individual members of the 
federation can afford to go on record as being unwilling to hear 
the evidence and as unwilling, after having heard the evidence, 
to assume the full responsibility for saying to the public 
“Dr. So-and-So is an addict but we are going to let him 
practice. Dr. So-and-So has been convicted of violating the 
state or federal narcotic law but we think that won't do much 
harm. We will assume responsibility for that, and we are going 
to let him go.” 

Dr. WALTER L. Treapway, Washington, D. C.: It is sig- 
nificant that this federation has on three occasions in the past 
several years undertaken to discuss the subject of the serious- 
ness of narcotic drugs and their relationship to the medical pro- 
fession. I believe that this problem can perhaps best be met 
through an educational program, through an understanding, 
through conferences of this sort, and through an appreciation 
on the part of the licensing agencies of the several jurisdictions 
as to the seriousness of this problem. Several years ago, I 
think in 1931, there was a series of articles in THE JOURNAL, 
prepared by a group of men representing the various specialties 
of medicine, on the indispensable uses of narcotic drugs. They 
were put out in book form and, like all first editions, contained 
many crrors, perhaps. We have been restudying that situation 
with the idea of formulating for the general profession an 
informative memorandum that could be handed to a man who 
was suspected or who had been buying in excess of the quanti- 


ties of narcotic drugs that would be needed in ordinary practice. 
In some instances a man who has one foot on the ethical side 
and the other just on the outside of the profession will buy 


large quantities of drugs, either to take for himself or to dis- 
pense or prostitute his profession for the satisfaction of addic- 
tion. When an enforcement man comes to visit him, he says 
“T have a cancer patient, and I have been administering these 
drugs in this inoperable case.” It is remarkable how one can 
manage a cancerous patient on a small amount of opium, Men 
at the Pondville State Hospital in Massachusetts, assisted by 
one of our officers, demonstrated that many cases could be 
handled with codeine and with acetylsalicylic acid. Sometimes 
the claims of these practicing physicians that they need large 
quantities of opium for the management of cancerous cases are 
not in keeping with the indispensable uses of these drugs. 
The profession has developed a custom in the use of drugs. 
For example, when the quantity of drugs necessary for 
medicinal and scientific purposes in the United States is analyzed 
each year to fix the quantity of raw materials to be imported, 
it is found that the retailers and the physicians in different 
parts of the country use a different quantity of drugs. For 
example, to take a state which has a homogeneous profession, 
a great many of the practicing physicians in Indiana are gradu- 
ates of the University of Indiana. One finds within that state 
a low per capita consumption, in a legitimate channel, in the use 
of morphine, and a relatively high per capita consumption of 
codeine. Some of the other states present an altogether differ- 
ent picture, a large per capita consumption of morphine. I 
think that some of that morphine is being used ill advisedly 
and, in some instances, it is being used directly in contravention 
of the law. I should like to mention the cooperation that we 
have been receiving since the government opened the first nar- 
cotic farm at Lexington, Ky. That institution has 1,000 beds. 
Those eligible for admission are those convicted of offenses 
against the United States, those who have been placed on pro- 
bation by courts of jurisdiction, one condition of probation 
being that they go to this farm for treatment, to remain until 
cured; and, third, the voluntary case. We have no facilities 
for women. In several states adjoining Kentucky the licensing 
boards that have had physicians who were a little irregular have 
said “Now here the government has facilities. You go to this 
Institution as a voluntary case and get yourself on your feet, 
and when you return we will allow you to practice over here, 
but if you kick over the traces another time we will revoke 
your license.” The success that we have had with those people 
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who have been coerced and have had something to lose has 
been extraordinary. Sometimes a man gets into a mental atti- 
tude of life and continues the use of these drugs, and then 
suddenly some one gives him a chance or an opportunity for 
getting on his feet and he is able to come back. If an addict is 
brought before a federal court and the sentence is stayed, the 
court may place such a person on probation for a period of 
five years. That means he goes to the institution for a year, 
six months, or what not, and when he leaves he returns again 
to the jurisdiction of the probation officer, the federal govern- 
ment exercising supervision over him for the remainder of the 
five years. That is the only social set-up which the government 
has. We are going to have a second institution at Fort Worth, 
Texas, that will have 1,200 beds. That is an attempt on the 
part of the federal government toward a partial solution of this 
so-called addiction problem. We have been agreeably surprised 
with the results obtained in the operation of the first institution 
at Lexington, and we hope that the probation clause of the 
law will be used to rehabilitate, if possible, the men of the pro- 
fession who might be somewhat irregular but might be given 
an opportunity or a chance to come back. 

Dr. I. D. Merzcer, Pittsburgh: We have a method of pro- 
cedure in Pennsylvania that helps us in the administration of 
narcotic cases. We have a division of narcotics under the 
bureau of health which acts administratively in respect to these 
cases. A number of doctors are under suspicion. They are 
warned. They are told about the danger of revocation. Many 
of them steer clear of coming to the focal point in respect to 
the matter. That helps us mightily. When the case is pre- 
sented to the board, there is evidence presented which proves 
the fact. The evidence is gained in this way: Under the Penn- 
sylvania law, all narcotic drugs must be reported to this division 
in Harrisburg, by pharmacists, at the end of the month. Of 
course, narcotics cover several other dangerous drugs. That 
narcotic division sorts out these prescriptions, finds out that a 
certain person has purchased a lot of narcotics and prescribed 
them, and, through its investigators, it finds out the method by 
which they have been disposed. I am afraid that a lot of our 
young doctors are led to prescribing narcotics in an inordinate 
manner, because they are taught to do that in hospitals. I want 
to give that warning here. We have found in Pennsylvania 
certain hospitals out of which have come young doctors who 
served as interns who are all using much more of this type of 
drug than they should. We found other hospitals in which 
doctors who have been trained in those hospitals rarely use 
narcotics. We ought to get back into the hospitals and sound 
a warning to members of the staffs of the hospitals, and we are 
doing it in our state, to see if we cannot shut off this initiation 
in the course of training of the young doctor of the inordinate 
use of narcotics. 

Dr. J. F. Du Bots, Sauk Center, Minn.: This subject is 
pertinent to Minnesota. It seems to me that, if our examining 
boards can be in close touch with the federal department, many 
prosecutions by the federal department could be prevented. We 
can chastise our doctors or put them on probation, and if they 
don’t listen’ to that they can be taken care of more harshly. 

Dr. R. L. SENSENICH, South Bend, Ind.: I tried to develop 
in my paper the fact that there may be difficulties about the 
administration of the law. The thing I have tried to stress 
is this: Let us deal with the narcotic problem in such 
a way that we shall leave no doubt as to how it is being 
handled. We can count on the medical profession standing 
back of us and cooperating in the administration of these laws 
on a safe and sound basis. 

Dr. Erwin ScHeNK, Des Moines, Iowa: So long as the 
federal courts convict, why do they not withhold the permit to 
use narcotic drugs until that person is reirstated? Why does 
it come up to the boards to revoke? 

Dr. Woopwarp: The Federal Narcotic Bureau has no 
authority to revoke the permit and can have none, under the 
federal constitution. A man’s right to practice medicine, 
including the use of narcotic drugs, depends on a grant from 
the state. The most the federal government can do is to regu- 
late the exercise of that right, not forbid it. 

Mr. Herman B. Cartson, Des Moines, Iowa: The con- 
stitutionality of the Harrison Narcotic Law is based on the 
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fact that it is a revenue measure, and the physicians who have 
been arrested or who have compromised cases have found that 
it is a revenue measure. 


Some Problcms in Medical Licensure of 
Massachusetts 


Dr. Epwarp A, KNow.ton, Holyoke, Mass.: The medical 
practice act in Massachusetts is one of the first in the United 
States to be drawn, and it has never been materially changed 
since it was enacted in 1893. The seven physicians on the 
board are appointed by the governor for a term of seven 
years. There is no permanent executive or administrative 
officer, such as many boards have. The act provides that 
not more than three board members—a minority—may be 
members of the same incorporated medical society, and that no 
member may be from the faculty of a medical school. When 
the act was drawn there was apparently more than one really 
strong or solid system of medicine. As time passed, the 
various types or cults of the practice of medicine have faded 
from the field and now only one real form of medical practice 
is taught—the regular school. With the passing out of these 
cults their respective medical societies have dwindled in 
strength to almost nothing, yet our laws have not been altered. 
As a result, our board never has a majority who are members 
of the American Medical Association or of the state society. 
To prevent the creation of a second examining board at the 
urgent demand of a very small but well organized minority, 
the governor appointed an osteopath to the board, and each 
succeeding governor has appointed an osteopath when the seven 
year term of that appointee has expired. The state society, 
with a membership of about 5,000, is not by law permitted to 
have more than a minority representation on the state board. 
The small minority of 6,000 practitioners of the state always 
has a majority representation. The personnel of the board is 
therefore not a true or fair representative body of the majority 
of our practitioners, and a large number who might be very 
constructive and able board members are not eligible. The 
restriction as to board personnel is therefore one of the prob- 
lems of medical licensure in Massachusetts. 

Our medical practice act compels us to take for examination 
any person who is graduated from a high school or its equiva- 
lent and who has received a degree of M.D. or its equivalent 
from any incorporated and legally chartered school. Prac- 
tically we have to admit for examination anybody who has a 
degree in medicine irrespective of the school from which the 
applicant comes. And they seem to come to Massachusetts in 
hordes from all over the world. During 1931-1935 we accepted 
for examination graduates from sixty-nine schools that are 
approved as class A or in good standing by the American 
Medical Association. During the same period we accepted 
graduates from twenty-nine schools that are not recognized 
by the American Medical Association or are classed as “‘not 
approved,” a total of ninety-eight schools. All told, there were 
2,003 applicants for examination. Of these, 712 (35 per cent) 
came from the approved schools and 1,291 (65 per cent) from 
the nonapproved schools. We passed and registered by exami- 
nation 518 graduates from the approved schools, 83 per cent of 
these applicants, or 29 per cent of all applicants. In the same 
period we failed to pass or refused to register by examination 
1,073 graduates from the nonapproved schools, 83 per cent 
of those from the nonapproved schools, or 53 per cent of the 
total number of all applicants. The total number of failures 
of all the 2,003 applicants was 1,188 (59 per cent). The 
graduates of the approved schools accounted for about 9 per 
cent and those from the nonapproved schools for about 91 
per cent of these 1,188 failures. 

Our law provides that the applicant shall be examined in 
seventeen subjects. We divide these seventeen subjects into 
seven groups of ten questions each. Each board member 
examines one group. The result is that-the examinations are 
hodge podge and a smattering of this and that subject with 
equal evaluation of each. An applicant may fail to pass any 
of the clinical subjects and yet receive high enough marks in 
the premedical and nonclinical subjects to give him a high 
enough percentage mark to be certified. Another applicant 
may receive relatively high marks in the clinical subjects and 
because of low ratings in his premedical and nonclinical sub- 
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jects fail to attain a sufficiently high percentage rating to be 
licensed. There is no provision in our act for oral examina- 
tion or an inquiry into the applicant’s personal qualifications 
to practice medicine. We license or refuse to license applicants 
entirely on the results of these smattering written tests of the 
applicant’s academic knowledge. 

I will mention a few other problems of licensure in my state 
which I will not discuss: The reexamination of applicants 
who have repeatedly failed; it is not uncommon to reexamine 
an applicant from ten to fifteen times and a few have taken 
the examinations more than twenty times—we have no privi- 
lege to refuse their applications for reexamination. The 
examination of physicians registered in other states who wish 
to practice during the summer months in the various resorts 
of Massachusetts; most of these applicants are practitioners 
of ability and good repute, yet our law does not permit us 
to give them any special or oral examination. The reinstate- 
ment of physicians whose registrations have been suspended or 
revoked because of gross professional misconduct. Lastly, 
the ever increasing amount of insidious pressure that is put 
on the individual board members by some persons in the state 
government or by some persons close to it to favor this or that 
applicant for registration irrespective of the applicant’s per- 
sonal or academic qualifications, Often the least qualified 
applicants seem to have the most influential backing. It is 
rather rare to have anybody speak a good word for a graduate 
of an approved school. 

Our problems in medical licensure in Massachusetts, there- 
fore, are due almost solely to an out-of-date and clumsy 
medical practice act. It could be probably entirely rewritten 
if the state medical society would show real interest in chang- 
ing it. There seems, however, no such interest. Instead, 
there seems to be an apathy bordering on an aversion of the 
society to do anything that will raise or improve the standard 
of practice in Massachusetts by changing the medical practice 
act. The backing of the society is absolutely essential before 
any real good can be accomplished. The board has from time 
to time submitted bills to the general court to improve the 
act, but it has met with very little success at the legislative 
committee hearings. At these hearings the rooms have usually 
been crowded with an organized and active group of non- 
members of the state society—usually graduates of the so- 
called nonapproved schools who are opposed to the making of 
any change. Usually a member or two from the state society 
has been present to register his approval of the board’s pro- 
posal, but their efforts have been feeble as compared with the 
large organized groups of nonsociety members. As a result, 
practically no material improvement in the act has ever been 
accomplished. It is my opinion that none ever will be made 
until the state society shows an interest. 


DISCUSSION 


Dr. I. D. Mertzcer, Pittsburgh: I should like to get a 
vote on the reexaminations. How many boards here give 
only one examination? (Three.) How many give two on 
the same fee? (Five.) How many give three on the same 
fee? (Three.) How many give an indefinite number on the 
same fee? (One.) I think the limitations in the law have 
been changed. They used to have it open to all, as you have, 
but that is being changed in all the states now. Our board 
will give two examinations. They ma not take the third 
examination until they have had a year of work which has 
been outlined by the board. In our board they either fail or 
do not fail. They take the whole examination again. They 
must qualify by having had a year’s work, approved by the 
board, before they may enter into another examination. They 
get two throws if they want to, on the second trial. 


Dr. STEPHEN RusHMore, Boston: Through my familiarity 
with the unrecognized medical schools in Massachusetts (and 
I have been in varying contact with some of them) we have 
learned how to evade the law. The students in one of the 
schools told me that, in their course on legal medicine, they 
were told never to break the law; it is unnecessary; you cafl 
always get around it. So the way we have evaded the law 
in Massachusetts concerning membership in the state medical 
society is to have a man who is not a member of the society, 
who he or his friends think may become eligible. So we have 
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on the board six men; three of them are nonmembers of the 
state medical society and three members who have resigned 
from the state medical society during their membership on the 
board. So from the point of view of informal representation 
the society has six members on the board; formally, of course, 
only three. I was one of those who resigned from the medical 
society to go on the board. Of course, it is a matter of 
astonishment to a great many people to find that the secretary 
of the board is not a member of the medical society. The 
board asked that it might have the power of approval of medi- 
cal schools. The legislature, in its wisdom, saw fit to create 
a new organization consisting of the commissioner of public 
health, the commissioner of education, and the secretary of 
the board of registration in medicine. These three have the 
power of approval of colleges, so far as they give premedical 
education, and of medical schools. The act does not become 
effective for two years, Jan. 1, 1939, so that we are at present 
on the old basis and have to admit to examination practically 
anybody who comes along. We did manage to reject one man 
from a medical school in Chicago, a school that was run in 
connection with chiropractic. He had not had four years in 
the school, although he had gotten his degree. He has to be 
in the school four years. The late development is that, since 
this law has gone into effect concerning the approving author- 
ity, and that means schools of osteopathy will have to meet, 
so far as our board is concerned, exactly the same standards 
as other medical schools, the osteopaths have introduced a bill 
to have a separate board of registration for osteopathy. Also, 
the chiropodists have introduced a bill. They want to break 
away irom the board of registration in medicine. Of course, 
we have the chiropractors every year. The board has again 
this year introduced a bill providing for annual registration 
of physicians. They introduced a bill last year and the Massa- 
chusetts state society opposed it. I think there is a fair chance 
that the society will oppose it again this year. Then the 
question will come up as to whether it is wise to drive it 
through over their opposition or whether it is better to wait 
another year and try to educate the society. As you can under- 
stand from our remarks, the society needs educating. 

Dr. H. J. Lennuorr, Lincoln, Neb.: I should like to ask 
the representative what the attitude of the medical schools is 
with regard to the condition. 

Dr. Epwarp A. Know.ton, Holyoke, Mass.: Three medi- 
cal schools of the state are approved by the Council on Medical 
Education and Hospitals, and there are three schools which 
are not approved. The three schools which were disapproved 
are content, and the three schools that were approved are 
content. So it is kind of a no man’s land, that all the approved 
schools’ men are accepted for examination and the nonapproved 
schools’ men are accepted for examination. They are all con- 
tent so far as that part of the law goes. 

Dr. J. Eart McIntyre, Lansing, Mich.: I should like to 
ask Dr. Knowlton why the Massachusetts law makes it neces- 
sary for those from other states to pass the examination but 
it accepts National Board rating. 

Dr. KNowLton: That was done before I was on the board, 
I don’t know what board, but we accept those who pass the 
National Board, on their ratings. 

Dr. McIntyre: Is there any other reason why the other 
states should be discriminated against? 

Dr. KNowrtton: The law has never been changed. Usually 
if men want to come into the state from outside they have to 
take the regular examination which the recent graduates have 
to take. 

Dr. Roy B. Harrison, New Orleans: Did I understand that 
it is written in your law that you will accept members who 
Passed the National Board but that you will not accept appli- 
cants from out of the state? 

Dr. Knowtton: If the man passes the National Board, we 
register him in our state, but we are not allowed to accept 
applicants for registration who are registered in other states, 
on other boards’ qualifications. We can’t accept the say-so of 
any board as to the qualifications of a man. We have to 
xamine him in writing. The law specifically says so. 


(To be continued) 
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Medical Examinations and Licensure 


COMING EXAMINATIONS 


STATE AND TERRITORIAL BOARDS 


Examinations of state and territorial boards were published in THe 
JournaL, April 3, page 1207. 


NATIONAL BOARD OF MEDICAL EXAMINERS 
NATIONAL BoarpD oF MEDICAL EXAMINERS: Parts I and II. May 
10-12, June 21-23, and Sept. 13-15. Ex. Sec., Mr. Everett S. Elwood, 
225 S. 15th St., Philadelphia, 


SPECIAL BOARDS 

AMERICAN BoarRD OF DERMATOLOGY AND SyYPHILOLOGY: Written 
examination for Group B applicants will be held in various cities through- 
out the country on April 17. Oral examinations for Group A and B 
applicants will be held in Philadelphia, June 7-8. Sec., Dr. C. Guy Lane, 
416 Marlboro St., Boston. 

AMERICAN BOARD OF INTERNAL MEDICINE: Practical examination will 
be given in St. Louis, April 23, and at Philadelphia in June. Chairman, 
Dr. Walter L. Bierring, 406 Sixth Ave., Rm. 1210, Des Moines. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Practical, oral 
and clinical examinations for_ Group A and B applicants will be held at 
Atlantic City, N. J., June 7-8. Sec., Dr. Paul Titus, 1015 Highland 
Bldg., Pittsburgh (6). 

AMERICAN BoarD OF OPHTHALMOLOGY: Philadelphia, June 7 and 
Chicago, Oct. 9. All applications and case reports, in duplicate, must be 
filed at least sixty days before the date of examination. Sec., Dr. John 
Green, 3720 Washington Blvd., St. Louis, Mo. 

AMERICAN Boarp OF ORTHOPAEDIC SuRGERY: Atlantic City, N. J., 
June 8. Sec., Dr. Fremont A. Chandler, 6 N. Michigan Ave., Chicago. 

AMERICAN BoarD OF OTOLARYNGOLOGY: Philadelphia, June 7-8. Sec., 
Dr. W. P. Wherry, 1500 Medical Arts Bldg., Omaha. 

AMERICAN BoarpD oF Pepiatrics: Atlantic City, N. J., June 6, Sec., 
Dr. C. A. Aldrich, 723 Elm St., Winnetka, Illinois. 

AMERICAN BOARD OF PsYCHIATRY AND NeEvurROLOGY: Philadelphia, 
2. 2. Sec., Dr. Walter Freeman, 1028 Connecticut Ave., Washington, 


AMERICAN Boarp oF Rapiotocy: Atlantic City, N. J., June 4-6. 
Sec., Dr. Byrl R. Kirklin, Mayo Clinic, Rochester, Minn. 

AMERICAN BOARD oF Urotocy: Oral oeunietien. Minneapolis, 
June 25-26. Sec., Dr. Gilbert J. Thomas, 1009 Nicollet Ave., Minneapolis. 


Pennsylvania Reciprocity and Endorsement Report 


Dr. James A. Newpher, secretary, State Board of Medical 
Education and Licensure, reports 15 physicians licensed by 
reciprocity and 5 physicians licensed by endorsement from 
Sept. 15 through Dec. 18, 1936, The following schools were 
represented : 

Year Reciprocity 


School LICENSED BY RECIPROCITY Grad with 

Howard University College of Medicine............. (1934) Maryland 
State University of Iowa College of Medicine........ (1931) Iowa 
University of Louisville School of Medicine.......... (1927) Kentucky 
Johns Hopkins University School of Medicine........ (1929) Illinois, 

(1932) Maryland 
University of Maryland School of Medicine and Col- 

lege of Physicians and Surgeons.................. (1929) Maryland 
Harvard University Medical School................. (1920) Mass. 
University of Rochester School of Medicine......... (1933) New York 
Hahnemann Medical College and Hospital of Phila- 

CED Sx oc'n Swunica ned > he (1917) Virginia, (1915), (1934) New Jersey 
Jefferson Medical College of Philadelphia............ (1912) R. Island 
Temple University School of Medicine............... (1933) California 
University of Pittsburgh School of Medicine......... (1933) Maryland 
University of Texas School of Medicine............. (1929) Texas 

School LICENSED BY ENDORSEMENT as Raderaguent 
College of Medical Evangelists..............ceceeees (1936)N. B. M. Ex. 
Yale University School of Medicine................ (1928)N. B. M. Ex. 
Harvard University Medical School................. (1935)N. B. M. Ex. 
Cornell University Medical College.................. (1935) N. B. M. Ex. 
Temple University School of Medicine.............. (1935)N. B. M. Ex. 


Ohio Reciprocity and Endorsement Report 


Dr. H. M. Platter, secretary, Ohio State Medical Board, 
reports 35 physicians licensed by reciprocity and 6 physicians 
licensed by endorsement on Oct. 13, 1936. The following schools 
were represented : 

Year Reciprocity 


School LICENSED BY RECIPROCITY Grad with 

University of Arkansas School of Medicine......... (1935) Arkansas 
Howard University Col. of Medicine.(1932) N. Car., pr Maryland 
ee RN | COIN odio ks axe bécdbwes « kanceaneda 27) Wisconsin 
Indiana University School of Medicine............. (ieee Indiana 
University of Louisville School of Medicine.......... (1930) Kentucky 


Johns Hopkins University School of Med...(1920), (1931,2) Maryland 
University of Michigan Dept. of Medicine and Surgery.(1908) © Michigan 
University of Michigan Medical School...... (1932), Hive Michigan 
Wayne University College of Medicine.............. (1934) Michigan 
St. Louis University School of Medicine... (1934, 2), (1935) Missouri 
Washington University School of Medicine. . . (1927), thea) Missouri 
Creighton University School of Medicine............ (1932) Nebraska 
University of Nebraska College of Medicine. .(1923), (1933) Nebraska 
New York Homeopathic Medical Col. and Flower Hosp. (1934) New York 
Syracuse University College of Medicine............. (1927) New York 
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Hahnemann Medical College and Hospital of Phila- 


MIMD: .<.c-acewwdaececeneeac cs eee uabeneuse (1934), (1935) Penna. 
Jefferson Medical College of Philadelphia............. (1934) Penna. 
University of Pennsylvania Department of Medicine..(1907) Maryland 
University of Pennsylvania School of Medicine....... (1925) Penna. 
University of Pittsburgh School of Medicine......... (1932) Penna. 
Meharry Medical College........... (1923) Kentucky, (1934) Tennessee 
Vanderbilt University School of Medicine.......... (1934, 2) Tennessee 
Metical Coleee cl WIP. isos bcscaiesscn ceva ees (1929) Virginia 
University of Virginia Department of Medicine...... (1933) Virginia 

School LICENSED BY ENDORSEMENT aot ns 
College of: Medical Evangelists. ......ccscsceseess (1936, 2)N. B. M. Ex. 
Loyola University School of Medicine............... (1935)N. B. M. Ex. 
as Deeg Me. 5s coi on cca oe oes no ee aac (1934)N. B. M. Ex. 
Washington University School of Medicine.......... (1929)N. B. M. Ex. 
University of Pennsylvania School of Medicine....... (1935) N. B. M.Ex. 





Book Notices 


Textbook of General Surgery. By Warren H. Cole, M.D., F.A.C.S., 
Professor of Surgery, University of Illinois College of Medicine, and 
Robert Elman, M.D., Associate Professor of Surgery, Washington Uni- 
versity School of Medicine, Saint Louis. Cloth. Price, $10. Pp. 1,031, 
with 559 illustrations. New York & London: D. Appleton-Century Com- 
pany, Incorporated, 1936. 

Cole and Elman deserve considerable credit for this new 
book. They have undertaken the enormous task of compiling 
in book form the fundamentals of general surgery as presented 
to their students, especially those in the junior year. In their 
introduction they state that the material used is based on lec- 
tures to undergraduates and intended primarily as a textbook 
for their use. Their ability to condense such a subject is based 
on years of teaching experience, not only in the laboratory but 
also in clinical medicine. The sequence of the material is well 
arranged not only for the beginner but also for the advanced 
student and general practitioner. The fundamentals of inflam- 
mation and repair, surgical bacteriology and immunology, 
asepsis and antisepsis, and the spread and localizations of 
infections are first presented. A chapter is devoted to each, 
emphasizing that fundamental knowledge of anatomy, physi- 
ology and bacteriology is prerequisite for an undertaking of 
surgical diseases. Surgical conditions of the various systems 
are then taken up in order. The descriptions are classic, and 
typical illustrations of the disease condition are given. The 
illustrations are rather diagrammatic and do not come up to 
the standard of the rest of the book. All portray the point in 
question; a few are excellent, but many could have been 
replaced by reproductions of actual photographs. The authors 
cover the subject fully in its broader concepts and do not 
attempt to discuss the minute details and atypical conditions. 
The tremendous task of condensing into one book the funda- 
mentals of general surgery is excellently done. The work is 
modern and authentic, and it presents the present-day views 
in a concise and clear manner. Of great value is the com- 
plete bibliography of authoritative literature which follows each 
chapter and which serves as a further reference for those 
interested. In the two chapters on gynecology and genito- 
urinary surgery an attempt is made to cover in a few pages 
these surgical specialties. They are less valuable than the other 
chapters of the book. At the conclusion is given a short dis- 
cussion on obtaining a history and physical examination of 
the patient, in which the importance of a good history is 
stressed and the principles of an adequate physical examination 
are outlined, both of which are too frequently overlooked. The 
work is of merit and its value to the student and practitioner 
cannot be questioned. 


La hipofisis: Sus funciones en la clinica. Por el Dr. Mario Schtein- 
gart, docent libre de patologia médica de la Facultad de medicina de 
Buenos Aires. Paper. Pp. 223, with 42 illustrations. Buenos Aires: 
Aniceto Lopez, 1936. 

In this volume the author has endeavored to describe in 
more or less condensed form the normal functions of the 
pituitary gland and certain clinical syndromes caused by the 
malfunction of one or more of its components. The main 
emphasis is placed on the more generally known principles, 
such as the growth, gonadotropic, thyrotropic and metabolic 
fractions. They are dealt with splendidly from a physiologic 
point of view and to a certain extent also from the histologic, 
developmental and pathologic side. One misses, however, an 
adequate description of the almost equally well known para- 
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thyrotropic, diabetogenic, adrenotropic and lactogenic hormones, 
as well as those derived from the pars intermedia and the 
posterior lobe. This is unfortunate, since the title of the book 
would lead one to assume that all the parts of the hypophysis 
are considered with equal thoroughness. In describing the 
clinical disease entities the author has taken his material from 
the literature and added to it case reports from his personal 
experience. There are a number of fine illustrations of patients 
representing various pituitary endocrinopathies, and reproduc- 
tions of roentgenograms and histologic slides. Some of these 
illustrations are borrowed from standard textbooks, partly 
American and partly foreign, while many are originals. It 
seems that the clinical sections are not nearly so adequately 
treated as the theoretical portions of the book, even though 
the title would suggest this to be primarily a clinical treatise. 
This is probably due to the evident leaning of the author toward 
the fundamental sciences. The sections devoted to the specific 
dynamic action of foods and to the metabolism of fats, pro- 
teins and carbohydrates, together with that dealing with the 
part played by the pituitary on salt and water balance, are 
among the best in the book. Here too the laboratory has 
fared better than the clinic. At the end of every chapter 
there is a list of bibliographic references. Considering the size 
of the book, they are well chosen and cover a good many. in 
languages which the average American student can read. While 
no fully encompassing view of the clinical features of pituitary 
diseases is presented, Dr. Schteingart covers well the principal 
facts of our present knowledge of this complicated gland. It 
should therefore furnish a valuable addition to the library 
of the practicing physician. 


Recent Advances in Allergy (Asthma, Hay-Fever, Eczema, Migraine, 
Etc.). By George W. Bray, M.B., Ch.M., M.R.C.P., Physician in Charge 
of Children’s Department, Prince of Wales Hospital, London. With 
foreword by Arthur F. Hurst, M.A., M.D., F.R.C.P., Senior Physician, 
Guy’s Hospital. Third edition. Cloth. Price, $5. Pp. 517, with 107 
illustrations. Philadelphia: P. Blakiston’s Son & Co., Inc., 1937. 

The appearance of three editions during the last five years 
indicates the popularity of this book. In his preface to the 
first edition the author said “My aim in writing this book 
is to provide in a handy and inexpensive form a résumé of 
our present state of knowledge and the trend of modern research 
in allergy.” This objective he has admirably accomplished in 
the third edition. The present edition differs from the previous 
one in that thirteen pages have been added to the text. In 
addition, many chapters have been revised, and new references 
to agranulocytic angina, parotid swellings, acne vulgaris and 
allergy to yeasts have been added. Each section is introduced 
by a paragraph of definitions followed in every instance by 
an excellent historical sketch in which the knowledge of the 
subject under discussion is traced from its earliest reference 
in medical literature to the present. Each clinical condition 
discussed is opened by a historical review followed by a con- 
cise discussion of etiology, pathology, symptoms, diagnosis, 
differential diagnosis and treatment. The section is usually 
closed by the author’s digest of what has been said and his 
own views on the subject. His presentation of the theoretical 
discussions of allergy are thorough but necessarily brief. He 
discusses most of the important work, and the bibliography 
at the end of each chapter is unusually complete, especially 
for recent work. He has the ability to abstract the literature 
faithfully and invariably succeeds in presenting the main facts. 
His discussion of the nervous and psychic factor is excellent. 
The chapters dealing with allergy of the skin and especially 
infantile eczema are well done. He is a confirmed believer 
in the efficacy of hydrochloric acid by mouth in most allergic 
conditions, especially in the presence of hypochlorhydria. A 
few of the features that probably would be objectionable to 
most authorities working in allergy are (1) the use of “group 
testing,” (2) the use of one syringe and needle for all intra- 
cutaneous tests (washing with saline solution after each test), 
(3) the use of “shotgun” mixtures in therapy, e. g., his use 
of “mixed inhalants solution,” and (4) the presentation of the 
“rush method,” which might conceivably lead to severe reac 
tions and even fatalities in the hands of the inexper! 

His discussion of pollinosis is, of course, limited, owing to 
presence of only tree and grass hay fever in England. 
gains the impression that Bray treats his inhalant cases 
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BOOK 
the injection of the offending allergen rather than by its 
removal. This is not looked on as the best method of therapy 
by most authorities. 


Grundriss der Histologie und mikroskopischen Anatomie des Menschen: 
Biologie der mikroskopischen Gréssenordnung. Von Hans Petersen. 
Paper. Price, 6.90 marks. Pp. 169, with 197 illustrations. Berlin: 
Julius Springer, 1936. 

The ground usually covered by textbooks of histology is 
presented in the form of a crisp enumeration of the essential 
facts. The order of presentation is the cell, certain methods 
used in routine histologic procedures, the elementary tissues, 
the circulatory apparatus, skeletal and muscular tissues, the 
skin, the nervous system (brief), sense organs, the gastro- 
intestinal tract, the respiratory system, the serous membranes, 
the endocrine organs, and the excretory and genital organs. 
It is not a quiz compend to prepare the student for the iden- 
tification of organs and tissues with minimal effort but is an 
account of minute anatomy from the physiologic point of view 
“following the tradition of German culture.” The tone is 
highly dogmatic and there is no suggestion that anything still 
remains to be done in the field. It appears to be intended as 
a summary of more or less well established “facts” to be used 
in connection with a series of lectures which would take up 
most of the time usually allotted to minute anatomy in the 
medical curriculum. The illustrations are almost all line draw- 
ings with a minimum of detail. There is one colored plate 
with five detailed drawings and a photomicrograph. 


La pression moyenne de I’homme: A V’état normal et pathologique. 
Par H. Vaquez et P. Gley. Paper. Price, 25 francs. Pp. 127, with 
57 illustrations. Paris: Masson & Cie, 1936. 

This monograph is an exposition of the principles involved 
in determining the mean pressure in man by the oscillometric 
method, together with a discussion of its significance in normal 
and ill individuals. The book is well suited for the reader 
interested in a fairly succinct exposition of the voluminous 
work that has appeared in the French literature concerning 
this method. The first part deals with the theoretical basis of 
oscillometry, which is by and large an expansion of Marey’s 
law. The complications induced by reflected waves in such a 
system are considered. The more recent work on this sub- 
ject is presented as well as the theories that have been proposed 
recently by various French schools. One is left with the 
impression that some of the explanations are more complicated 
than they need to be. The second section deals with methodology 
and is clear and succinct as regards both the use of the Boulitte 
oscillograph and the direct methods. The next section deals 
with the values obtained by these methods in normal individuals. 
The several types of oscillographs obtained are described and 
their cause is given. The effect of athletic training on the 
mean blood pressure is considered. The last section deals with 
the mean pressure in pathologic states, particularly hypertension, 
glaucoma, eclampsia, cardiac hypertrophy, hypotension, valvular 
defects and heart failure. Some case reports with orthodia- 
grams are presented. This work should be interesting to 
cardiologists, particularly since it represents one of the last 
contributions of the dean of French cardiologists, the late 
Prof. Henri Vaquez. 


Psychology and the Social Order: An Introduction to the Dynamic 
Study of Social Fields. By J. F. Brown, Ph.D., Associate Professor of 
Psychology at the University of Kansas. Cloth. Price, $3.50. Pp. 529, 
with 76 illustrations. New York & London: McGraw-Hill Book Com- 
pany, Inc., 1936. 

For all their intimate knowledge of the sufferings of indi- 
vidual members of society, physicians are often accused of 
lacking a broad view of social problems. Psychiatrists and 
Psychoanalysts in particular are often said to expect of their 
patients radical reformations and happy adjustments regardless 
of the difficulties to which they may be subjected by social and 
economic forces. All this is natural in view of the empiri- 
cal basis of the physician’s practice; he is dealing with indi- 
viduals, he hears of their problems and he is apt to assume that 
such problems are, for working purposes, to be solved by him 
and his patient irrespective of social laws and conditions. Never- 
theless, all physicians would probably agree that the theory 
of medicine should never depart from its relation to science in 
8eneral and hence to social science in particular but ever strive 
to reach a closer union with an ideal all-embracing science both 
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in theory and in methodology. American psychoanalysts differ 
from European psychoanalysts in having retained a close rela- 
tionship to psychiatry and to the rest of medicine, and for this 
they have the commendation of other medical colleagues. But 
medical men in general may also suffer from isolation tendencies 
if not brought back occasionally to some broader concepts of 
the science of the human beings in the world. To the end of 
developing such a point of view and of showing the extent to 
which the affairs of the individual are determined by the affairs 
of the total mass of individuals, this thoughtful, carefully con- 
sidered, dignified but courageous and at times startling presenta- 
tion of social psychology will be for every physician not only 
informative but, in a sense, corrective. The author is an 
academic psychologist, a professor at the University of Kansas, 
who is carrying on research, however, with clinical subjects 
under medical direction, a program that will commend itself to 
many physicians as well as psychologists. 


Medizinische Praxis: Sammlung fiir arztliche Fortbildung. Herausge- 
geben von Prof. Dr. L. R. Grote, Leitender Arzt der Medizinischen Klinik 
des Rudolf-Hess-Krankenhauses, Dresden, Prof. Dr. A. Fromme, Direktor 
der Chirurgischen Abteilung des Stadtkrankenhauses, Dresden-Friedrich- 
stadt, und Prof. Dr. K. Warnekros, Direktor der Staatlichen Frauenklinik 
zu Dresden. Band XXI: Anleitung zur Schmerzbetaubung: Kurzes 
Lehrbuch der Lokalanidsthesie, Allgemeinnarkose und sonstiger Anwendung 
der Betaéubungsverfahren. Von Prof. Dr. Fritz F. Hartel, Direktor der 
Chirurgischen Abteilung des Oskar-Ziethen-Krankenhauses,  Berlin- 
Lichtenberg. Unter Mitwirkung von Dr. Horst Jencio. Band XXII: 
Infektionskrankheiten. Von Prof. Dr. Werner Schultz, dirig. Arzt am 
Krankenhaus, Charlottenburg-West. Paper. Price, 10 marks; 12 marks. 
Pp. 106, with 17 illustrations; 191, with 11 illustrations. Dresden & 
Leipzig: Theodor Steinkopff, 1936. 

The stated purpose of this monograph is to acquaint the 
surgeon, particularly the beginner, with the methods of anes- 
thesia available for various operative procedures that can be 
utilized by the surgeon himself without the aid of an assistant 
or professional anesthetist. The use of local and block anes- 
thesia and the nonvolatile agents, such as the barbiturates and 
tribrom-ethanol, is therefore given primary emphasis. A brief 
outline of technic is given for the major nerve blocks, including 
the cranial nerves and their branches. The book gives a brief 
outline of German literature, although little reference is made 
to foreign contributions on the subject. It is difficult to see 
in this small monograph any substantial contribution either in 
manner of presentation or in content. 


Applied Dietetics for Adults and Children in Health and Disease. By 
Sanford Blum, A.B., M.S., M.D., Head of Department of Pediatrics, San 
Francisco Polyclinic and Post Graduate School. Cloth. Price, $4.75. 
Pp. 408. Philadelphia: F. A. Davis Company, 1936. 

In 1931 the new “Fourth Revised and Enlarged” edition of 
“Practical Dietetics” by Sanford Blum had the same format 
and same number of pages as the previous edition and differed 
only by the insertion of a “Preface to the Fourth Edition” and 
“Vitamin Values of Foods.” The latter was a one page table, 
inadequate as of the date of issuance, in which even the term 
“skimmed” milk appeared. The extent of the revision was 
practically indeterminable and the enlargement not discernible. 

Now in 1936 appears a textbook by the same author entitled 
“Applied Dietetics.” A careful comparison of the item with 
the fourth edition of “Practical Dietetics” previously men- 
tioned reveals a close similarity. A careful check of the 
volume at hand in comparison with the previous opus yields 
conservatively the following information: 

A gross increase of twenty-eight pages. 

The infiltration of approximately twelve additional pages of 
continuity together with a new preface and with the retention 
of a facsimile introduction which appeared in the original 
(1923) and other editions of “Practical Dietetics.” 

Augmentation of some few food lists by one or two addi- 
tional items, such as pastes, molasses candy, chocolate, port or 
sherry, and alcoholics. Infiltration of a few short, two line 
paragraphs of instructions. Recommendation of thyroid extract 
for weight reduction, with no comment as to its specific 
indication. 

The word “indigestion,” which physicians have studiously 
tried to eradicate from medical nomenclature, is to be found 
in diets for “Indigestion, Gastric’; “Indigestion, Chronic Gas- 
tric’; “Indigestion, Chronic, Gastric, Pyrosis”; “Indigestion, 
Chronic, Intestinal”; “Indigestion, Chronic”; “Indigestion, 
Reflex-Symptomatic.” 
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The diabetic diets are based on foods analyzed in the uncooked 
state. These figures are acknowledged as being derived from 
the Atwater and Bryant Bulletin 28. (This bulletin is in reality 
a revised copy of the Atwater and Woods analyses, which 
were done prior to 1895. Tribute is given to Locke as an 
additional source for the caloric values of foods when Locke 
in the text “Food Values” [1911] acknowledges Bulletin 28 
as his main reference.) 

It is to be noted that at least on page 24 the book has kept 
pace with the times. Where the diet for “Anemia, Malnutri- 
tion” is now applied by way of illustration to the “business 
woman,” in the earlier editions of “Practical Dietetics” she 
was classed as a stenographer. 

This “new” textbook contains at least 50 per cent of the 
material, almost in identical form, which appeared in the first 
edition of “Practical Dietetics” in 1923. It is practically devoid 
of bibliography. 

It appears indisputable that nutrition has made _ sufficient 
advances in the past thirteen years to warrant replacing the 
majority of the material, presentéd a decade ago, with the 
newer information. The reviewer feels that this textbook hints 
of misrepresentation to the physician and neither as an old 
or new textbook is it recommended. 


A Health Education Workbook for Teachers, Parents, Nurses, and 
Social Workers. By Kathleen Wilkinson Wootten, M.A., Professor of 
Health, Georgia State College for Women, Milledgeville, Georgia. Paper. 
Price, $1.50. Pp. 283. New York: A. S. Barnes & Company, Incor- 
porated, 1936. 

This workbook is complete, detailed and yet concise. A 
definite formula is followed for each subject presented. The 
presentation of each subject includes four divisions: (a) objec- 
tive, (b) study outline, (c) activity, (d) references. Under 
study outline the problem is presented from every possible 
angle. Instructions on how to study the problems are given 
as well as suggestions for studying the problems from the 
local angle. Under activities the author gives specific assign- 
ments for the students. The references at the conclusion of 
each chapter are both complete and authoritative and include 
textbooks as well as magazines and pamphlets. The bibliog- 
raphy given at the beginning of the workbook is excellent. 
Only the most modern and authoritative authors’ works are 
included. Each topic as it is presented can be given as much 
time as each individual teacher feels is necessary. The refer- 
ences are there to use, and each teacher can choose those most 
appealing. It is truly a workbook that can be recommended 
not only for teachers or those in training to become teachers 
but also for public health nurses and all others who have an 
interest in the teaching of health; and this should include those 
parents who are desirous of giving their children training 
along the lines of health without being too dependent on the 
school for such training. 


Boomerang Leg and Yaws in Australian Aborigines. By Cecil J. 
Hackett, M.D., M.R.C.P., D.T.M.&H. Monograph 1. Boards. Price, 
5s. Pp. 66, with 104 illustrations. London: Royal Society of Tropical 
Medicine & Hygiene, 1936. . 

After a review of literature relating to the problem, accounts 
are given of observations made in several localities showing 
correlations between a disease known as irkintja to the Aranda 
tribe with certain scars, between these scars and boomerang 
legs, and between boomerang legs and positive Wassermann 
reactions in the serum. Boomerang leg is the term applied to 
an anteroposterior curvature of the leg below the knee, the 
convexity being forward. Syphilis being absent from the natives, 
clinical observations point toward the identity of irkintja and 
yaws. Boomerang legs are present in all native communities 
examined in the Northern Territory and are reported as occur- 
ring in the northern parts of Western Australia and Queens- 
land. Yaws is present in all areas where boomerang legs were 
encountered. Museum specimens indicate its prevalence also 
in earlier times, and early references show that yaws was 
present in all parts of Australia a century ago. The author 
believes that boomerang legs in Australia are similar to the 
saber tibias of yaws seen in other parts of the world. 

Studies on morbid anatomy and radiography show that 
boomerang legs are produced as follows: The unbent tibias 
of early cases show changes identical with those previously 
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described for yaws in the Philippine Islands. Areas of rare- 
faction are seen in the anterior cortical shadows. The weak- 
ened bone then is deformed. Medullary lesions are indicated by 
thickened trabeculae. With resolution of the more acute stages 
the rarefied areas may clear up, leaving only the deformed 
bone and the thickened cortex. Then follows a stage in which 
the cortical thickening is resolving and the medulla of the 
shaft shows trabeculae. Finally the tibias may show no rela- 
tive thickening in the cortex. Other bone lesions of yaws 
described in the monograph are multiple necrotic foci, perios- 
teal nodes with or without necrosis, and generalized perios- 
teal deposits. These lesions are found in individuals with 
boomerang legs living in communities where yaws is frequent 
and syphilis unknown. There are photographs of patients with 
boomerang legs, of skin lesions, and of bone lesions as shown 
in section and by x-ray examination. 


Surgical Emergencies in Children. By Harold Clifford Edwards, M.S., 
F.R.C.S., Surgeon and Lecturer in Surgery to King’s College Hospital, 
London. Cloth. Price, $4.50. Pp. 274, with 99 illustrations. Balti- 
more: William Wood & Company, 1936. 

This small book is a pithy exposition of the thoughtful con- 
clusions of a careful and experienced worker in the surgery of 
childhood. It is of great interest to the practicing surgeon and 
a valuable guide to the pediatrician and general practitioner, 
but its small size precludes its use in the actual instruction in 
surgery. The volume is a very wise consideration of this 
subject. Particularly good is the section on intussusception, 
although it is to be regretted that mention of A. H. Mont- 
gomery’s short circuiting operation in irreducible intussuscep- 
tion is omitted. The Orr treatment of osteomyelitis is praised. 
Although the tannic acid treatment of burns is adequately 
described, no mention is made of the Aldrich gentian violet 
method. The wisdom of splinting in extension to prevent burn 
contractures is questionable, and the author’s adherence to the 
Sayre dressing for fractures of the clavicle might be objected 
to. The, illustrations, while instructive, are of only second 
grade. The chapter on general anesthesia, by Dr. Vernon Hall, 
is particularly valuable. The subject matter includes pyogeni¢ 
infections, fractures, injuries to muscles and tendons, acute 
infections of bones and joints, head injuries and inflammatory 
conditions of the abdomen, intestinal obstructions, congenital 
malformations of the intestinal tract including Meckel’s diver- 
ticulum, diseases of the thoracic cavity and the urinary and 
genital tracts, and the ear, nose and throat, the latter by G. H. 
Gateman. On the whole the book can be recommended. 


The Legal Aspects of Milk Control. By James A. Tobey, Dr.P.H., 
Fellow, American Public Health Association. Cloth. Price, $3. Pp. 
102. Chicago: International Association of Milk Dealers, 1936. 

Since 1924 the author, as a public health worker and as a 
member of the bar, has been gathering data on the legal aspects 
of milk control and has made periodic reports on this subject 
to various interested groups. This book is an outgrowth of 
these studies. It contains references to, quotations from and 
comments on, the court decisions involving problems that have 
arisen in this particular field, decisions relating to pasteuriza- 
tion of milk, to standards for milk and dairy products, to licenses 
and permits, to inspection, sanitation and seizure of milk, to 
tuberculin testing, and to other aspects of the problem. In 
collating these decisions and making them readily and under- 
standably available, as he has done in this small volume, the 
author has made a definite contribution to an important sector 
of public health work. 


Selo i tuberkuloza Izdanje Skole Narodnog Zdravija u Zagrebu. [By] 
Miron Malojéié. [Tuberculosis in the Villages of the Sava-county 
(Jugoslavia). Issued by the National School of Health of Zagreb. With 
an English summary]. Paper. Pp. 65, with 22 illustrations. Zagred: 
Stamparija “GAJ,” (Lj. Filipanéi¢), 1936. 

This monograph presents the results of investigation of the 
prevalence of tuberculosis in the villages of Sava County m 
Yugoslavia. The incidence of tuberculosis amounted to from 
1.8 to 6.7 per cent of the inhabitants. The greater the density 
and the lower the degree of hygienic culture, the larger the 
number of diseased. The authors express the conviction that 
tuberculosis in the villages is on the increase and that this 
increase will continue if the existing social conditions are not 
immediately improved. 
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Medical Practice Acts: Revocation of License for 
Advertisements Tending to Deceive the Public.—The 
board of medical examiners of California revoked the plaintiff's 
license to practice medicine, finding him guilty of distributing, 
in contravention of the medical practice act, an advertisement 
having a tendency to deceive the public or to impose on 
credulous or ignorant persons. Fuller, the plaintiff, by certi- 
orari proceedings, contested in the superior court the action of 
the board. The court modified the ruling of the board by 
striking out the portion revoking the license and inserting in 
its place a reprimand to Fuller. As thus modified, the board’s 
ruling was affirmed. Both Fuller and the board appealed to 
the district court of appeal, second district, division 1, California. 

The board of examiners contended that the superior court 
had no jurisdiction to substitute a new and different penalty in 
the place of that pronounced by the board. With this conten- 
tion, the district court of appeal agreed. Under the provisions 
of the California code of civil procedure, the court said, the 
review on certiorari cannot be extended further than to deter- 
mine whether the inferior tribunal has regularly pursued its 
authority. The reviewing court has no authority to go beyond 
the question of jurisdiction, because on every other question 
the action of the inferior tribunal is final and conclusive. The 
power of the reviewing tribunal to modify, like its power to 
annul, can be exercised to change an action of an inferior board 
only when the latter by such action has exceeded its jurisdiction. 
In the present case, the court said, the board of medical exam- 
iners acted within its jurisdiction in imposing a judgment 
authorized by the medical practice act. The board alone has 
the power to modify or revoke it. 

In his appeal, Fuller contended that there was no substantial 
evidence in the record to support the board’s findings. The 
gist of the accusation against Fuller was that he published a 
pamphlet or booklet in which he claimed, among other things, 
to possess a cure for hernia without resort to the risks of major 
surgery. In this booklet, he asserted it to be an indisputable 
fact that radical surgery in the treatment of hernia results in 
a comparatively large proportion of actual recurrences—a return 
to the original condition of hernia, or to a predicament far 
worse than before the operation. It was further asserted that 
resort to surgery necessitated an open wound which might, 
even though under sterile conditions, become infected, whereas 
the injection method advocated by Fuller did not admit of any 
exposure to infection. The advertisement then went on to 
claim that Fuller injected fluid in such a manner that it did 
not reach the abdominal cavity and proclaimed his ability 
safely and economically to cure hernia without a radical surgical 
operation. 

Without a doubt, the court said, a state has the right to 
require that the possessor of a license to practice medicine shall 
be a person of good moral character, reliable, trustworthy, and 
not given to deception of the public or to the practice of impos- 
ing on credulous or ignorant persons. On the other hand, the 
right of a licensed physician to practice is not a mere shadowy 
privilege, to be revoked regardless of whether the holder thereof 
has violated the laws of the state. It is a valuable right, to be 
protected at least by such safeguards as the legislature has 
drawn around it. The provision in the medical practice act 
authorizing the revocation of a license is in the nature of a penal 
Provision and therefore it is be construed with a degree of 
strictness commensurate with the severity of the penalty it 
imposes. Under the weight of authority, however, the review- 
ing court has no right on certiorari to judge the intrinsic value 
of the evidence, nor weigh it. The writ cannot be used to 
determine whether or not the evidence was sufficient, in the 
Opinion of the reviewing court, to support the particular decision 
Complained of, provided the inferior tribunal or board had juris- 
diction and the record discloses substantial evidence to support 
the decision. Although, continued the district court of appeal, 
Wwe might be in entire accord with the views of the court below 
that the penalty imposed in the present case, under all the facts 
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and circumstances, was out of all proportion to the element of 
social justice in the premises and the culpability of the peti- 
tioner, if any, under the medical practice act, nevertheless the 
action of the board is final and conclusive on every question 
except that of jurisdiction. While it was true that there was 
a conflict in the evidence presented to the board at the hearing, 
yet where the board or tribunal whose decision is sought to be 
reviewed has acted on a conflict of the evidence, and where it 
has not acted on an entire absence of any competent evidence, 
it has not exceeded its jurisdiction, and a reviewing court can- 
not, under such circumstances, interfere with or annul the 
decision rendered by the inferior tribunal. For these reasons, 
the district court of appeal modified the judgment of the superior 
court by striking therefrom the penalty sought to be substituted 
for the penalty imposed by the board of medical examiners, and, 
as so modified, affirmed the judgment—Fuller v. Board of 
Medical Examiners (Calif.), 59 P. (2d) 171. 


Malpractice: Paralysis Attributed to Osteopathic 
Treatment.—The plaintiff sued the defendant, an osteopath, 
for injuries allegedly due to the latter’s malpractice. The trial 
court sustained the defendant’s motion for a nonsuit and dis- 
missed the case. The plaintiff thereupon appealed to the 
Supreme Court of Colorado. 

The plaintiff, a strong, able-bodied man, had a stiff neck 
caused by painting the ceiling of the kitchen in his house. He 
applied to the defendant osteopath for relief. The treatment 
given and its immediate results are thus described in the record: 
“At defendant’s suggestion, he [the patient] seated himself in 
a chair. Defendant got behind plaintiff, put both hands on 
plaintiff’s neck, one on each side, gave the neck a side motion 
once or twice, and then gave the neck a ‘terrific’ jerk. Instantly 
the plaintiff suffered a ‘terrible’ pain as though something in 
his head had given way, and as soon as the pain came the 
plaintiff started to vomit and became ‘terribly’ sick. His heart 
started fluttering, and after he got through vomiting defendant 
laid him on a table. Plaintiff completely lost his sense of 
balance, everything started to revolve, and he still had a 
‘terrible’ pain in his head. His brother then came into the room, 
and Dr. Patton [the osteopath] said, ‘I guess I was a little 
rough.’ It seemed to plaintiff that the right side of his body 
had become entirely paralyzed. He could move his left arm 
and left leg, but had no control over the right side of his body. 
Defendant tried to give plaintiff a powder, but he could not 
swallow. He remained in defendant’s office about two hours. 
Defendant and plaintiff’s brother took plaintiff out of the office 
down the hall to the elevator, put him in the elevator and 
carried him to the brother’s car, which was in front of the 
building. When they arrived at the brother’s house, plaintiff 
was taken out of the car and into the house and laid in the 
front bedroom. Plaintiff's right side was totally paralyzed and 
he could not swallow. In the evening they fed plaintiff some 
liquid through a tube in the nose. Plaintiff's bowels and bladder 
absolutely stopped any movement, compelling them to catheterize 
him and to give him an enema.” 

On the second day after the treatment, the plaintiff's wife 
asked the defendant to summon a “medical doctor.” The defen- 
dant, however, called another osteopath, who “gingerly” manipu- 
lated the plaintiff's head and left without giving the plaintiff 
or his attendants any information whatsoever. Subsequently, 
the plaintiff was removed to a hospital and there attended by 
a doctor of medicine. At the time of the trial, nearly three 
years after the osteopathic treatment, the plaintiff had no 
control over the muscles in his right arm, could not write or 
use his right arm to any advantage, the left side of his body 
was immune to heat, cold and pain, the sensation of touch was 
gone, and his eyes continued to have a “rolling motion” all the 
time. One of the physicians who testified at the trial said that, 
in his opinion, the plaintiff would never recover and that he 
rated him as totally and permanently disabled. One of the 
physicians who examined the plaintiff testified that the cause 
of the plaintiff’s condition was a lesion of the medulla oblongata 
just above the junction of the brain stem and the spinal cord. 
This lesion, in the opinion of the witness, was due to injury, 
to external violence. 

The trial court erred, said the Supreme Court, in holding 
that, because no osteopath testified concerning the method of 
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osteopathic treatment in similar cases, there was no prima facie 
showing of negligence. As applied to many cases, the rule 
announced by the trial court is sound, but it is not of universal 
application. In certain types of malpractice cases, negligence 
may be proved by nonexpert witnesses. Where, as in the 
present case, recovery of damages is sought not for negligence 
in making an incorrect diagnosis or in adopting the wrong 
standard of treatment but for the performance of an operation 
in a negligent manner, any pertinent evidence having a fair 
tendency to establish a charge of negligence is sufficient to take 
the case to the jury. In Hinthorn v. Garrison, 108 Kan. 510, 
196 P. 439, a chiropractor thrust his thumb between the shoulder 
blades with such force and violence as to dislocate the patient’s 
ribs. The court in that case said: 

It is argued that plaintiff must prove that the defendant did not exercise 
ordinary skill as a chiropractor. This is correct, but the quoted part of 
the evidence, taken by itself, without any explanation, tends to show that 
a chiropractor who treated a man entirely free from any trouble with his 
spine, who thereafter suffered as the testimony shows the plaintiff did, 
must have been unskilful or careless. 


So, in the present case, the plaintiff made a prima facie show- 
ing of negligence on the part of the defendant, and of a causal 
connection between that negligence and the plaintiff’s injuries. 
According to the testimony, the rough treatment administered 
by the defendant was followed instantaneously by the plaintiff's 
disability. The judgment of the trial court, therefore, dismissing 
the plaintiff's case was reversed and the cause remanded for a 
new trial._—Farrah v. Patton (Colo.), 59 P. (2d) 76. 


Malpractice: Mistake in Diagnosis of Fracture of Hip. 
—The plaintiff fell and injured his hip. The defendant, a 
physician, diagnosed the injury as torn ligaments and strained 
muscles, and prescribed rest and quiet in bed. He also directed 
the plaintiff's wife to rub and massage the affected area. The 
plaintiff remained in bed for a month or more, suffering con- 
siderable pain, but did not request that the defendant call again. 
During this period, however, the plaintiff's wife visited the 
defendant's office several times and was told that the plaintiff 
should continue to stay in bed, letting nature take its course 
in effecting recovery. Subsequently, the plaintiff obtained the 
services of a specialist who, with the aid of a roentgenogram, 
discovered that the plaintiff had an impacted fracture of the 
hip. An operation was performed which resulted in the plain- 
tiff’s recovery to an extent that he was able to get around with 
the assistance of a cane. The present suit was then filed against 
the defendant. The trial court sustained a demurrer to the 
evidence, interposed by the defendant, and the plaintiff appealed 
to the Supreme Court of Oklahoma. 

The plaintiff's evidence, said the court, falls far short of 
establishing his right to recover for unskilful or negligent treat- 
ment by the defendant. The plaintiff's own expert witness, the 
specialist who performed the operation, testified that there are 
probably twenty-five different methods of treatment for a frac- 
tured hip, but that the usual method, and one quite commonly 
resorted to, is merely to let the patient remain in bed, permit- 
ting the fragments of the bone to knit together by nature’s 
own healing process. This is exactly what the defendant pre- 
scribed, observed the court, though admittedly under the wrong 
diagnosis. The negligence on which the plaintiff's case rested 
consisted of the failure properly to diagnose the case, including 
the failure to take a roentgenogram of the injury. A mistake 
in diagnosis, said the court, does not constitute actionable 
negligence unless it is shown that the patient was injured in 
some manner by such erroneous diagnosis. There was no such 
evidence in this case. The plaintiff not only failed to offer 
any evidence tending to prove that any of his suffering was 
attributable to any act or omission of the defendant but made 
it affirmatively appear that the treatment rendered was in the 
exercise of due care according to medical practice and experi- 
ence. Custom and usage are not necessarily determinative as 
to whether proper care was used, but they help considerably in 
determining that question. The burden of proof was on the 
plaintiff to establish the alleged negligence and the resultant 
injury. Since he failed to do so, it was the duty of the trial 
court to sustain the demurrer. The judgment of the trial court 
for the defendant was consequently affirmed.—McBride v. Roy 
(Okla.), 58 P. (2d) 886. 


Jour. A. M. A, 
APRIL 10, 1937 
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Am. J. Roentgenol. & Rad. Therapy, Springfield, Ill. 
37: 145-292 (Feb.) 1937 


Comparison of Oral Cholecystographic Findings and Proved Evidences of 
Gallbladder Disease. F. J. Hodges and I. Lampe, Ann Arbor, Mich. 
—p. 145. 

Postoperative Visualization of Biliary Tract. C. E. Hufford, Toledo, 
Ohio.—p. 154. 

Roentgen Kymography Considered in Relation to Heart Output, and New 
Heart Index. S. E. Johnson, Louisville, Ky.—p. 167. 

Roentgenologic Study of Shifting of Blood in Circulatory System of 
Experimental Animals Under Influence of Various Stimuli. C. Gian- 
turco and F. R. Steggerda, Urbana, Ill.—p. 175. 

*Contralateral Bronchial Infection in Pulmonary Tuberculosis: Study of 
242 Cases. C. Wu and B. H. Y. T’ang, Peiping, China.—p. 180. 
Regional Ileitis: Review of Fifty Cases. J. Jellen, Los Angeles.— 

p. 190. 

Traumatic Separation of Lower Epiphysis of Radius. C. L. Gillies, Iowa 
City.—p. 202. 

Roentgen Diagnosis of Lipomas. F. E. Templeton, Chicago.—p. 210. 

Obstructive Emphysema and Atelectasis in Acute Respiratory Disease of 
Infants. W. Snow and C. S. B. Cassasa, New York.—p. 217. 

Roentgenologic Evidence of Rapidity of Growth in Gastric Carcinoma: 
Report of Case. M. Golob, New York.—p. 221. 

Evaluation of Irradiation in Treatment of Uterine Fibroids. C. F. 
Burnam, Baltimore.—p. 234. 

Protective Factors in Preparation and Handling of Gold Implants and 
Other Radon Applicators. W. Stenstrom and C. E. Nurnberger, 
Minneapolis.—p. 247. 


Contralateral Bronchial Infection in Pulmonary Tuber- 
culosis.—In studying certain cases of pulmonary tuberculosis, 
Wu and T’ang noted that tuberculosis of one lung was not 
infrequently complicated by what appeared to be a more recent 
infection of the opposite lung. Cole and his associates in 1930 
applied the term “cross-infection” to this phenomenon. The 
new infection would seem to be autogenous and is due appar- 
ently to the aspiration of infectious exudate and detritus from 
a bronchus of the earlier affected lung to that on the opposite 
side. The present report covers the study of 242 selected cases 
of pulmonary tuberculosis and several experiments on nontuber- 
culous subjects and is intended to show that there exists in 
tither lung a site of predilection for what the authors prefer 
to call “contralateral bronchial infection.” It is possible that 
cross-infection may occur at any site in the contralateral lung, 
but their observations have enabled them to demonstrate that 
either lung has an area of predilection in which cross-infection 
may be expected to occur. For the right lung this area corre- 
sponds to the third of the lung lying midway between the 
apex and the upper margin of the middle lobe. The site of 
Predilection for the left lung comprises one fifth of the lung 
field midway between the apex and the base, and in roentgeno- 
grams corresponds to. the third anterior interspace. At. some 
Spot within these areas early cross-infection should be looked 
°r, and it is frequently found that the whole of the selected 
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areas is diseased. Infection may pass from the left lung to the 
right as well as in the opposite direction. In almost 90 per 
cent of instances a cavity existed in the primarily affected 
lung. In more than 90 per cent of the cases in which it 
occurred, contralateral infection was found in the second inter- 
space area of the right side and the third interspace area on 
the left side—the areas of predilection. Physical signs were 
recorded in the secondarily infected lung in less than 50 per 
cent of the cases. Secondary bronchial cross-infection in pul- 
monary tuberculosis is usually peripherally situated and involves 
the parenchyma of the lungs. The infectious material must 
therefore be aspirated into the air vesicles proper. Continued 
lying on the secondarily diseased side during sleep is apparently 
the main factor causing the drainage into the parenchyma of 
exudate which is present in the bronchi. It is probable that 
the passage of loose foreign matter from one lung to the other 
is largely controlled by gravity. The signs of early contra- 
lateral infection must be sought in the axillary area of the 
opposite lung, particularly in the absence of apical disease on 
the same side. 


Annals of Surgery, Philadelphia 
105: 161-320 (Feb.) 1937 

Topography of Extrahepatic Biliary Passages, with Reference to Dangers 
of Surgical Technic. A. Lurje, Moscow, U. S. S. R.—p. 161. 

Tuberculosis of the Breast. J. L. Keeley, Madison, Wis.—p. 169. 

Mediastinal Tumor Caused by Hodgkin’s Disease. G. P. Muller, Phila- 
delphia.—p. 177. 

Jejunal Intussusception. E. B. Freilich and G. C. Coe, Chicago.—p. 183. 

*Congenital Atresia of the Intestine. J. D. Martin Jr. and D. C. Elkin, 
Atlanta, Ga.—p. 192. 

Rectal Prolapse: Experience with Elastic Ligature. E. L. Eliason and 
W. H. Erb, Philadelphia.—p. 199. 

Tumors of Uterus, with Especial Reference to Fibroids. J. F. Erdmann, 
New York.—p. 203. 

Primary Carcinoma of Male Urethra. <A. E. Goldstein and B. S. 
Abeshouse, Baltimore.—p. 213. 

Severed Tendons and Nerves of Hand and Forearm. M. C. O'Shea, 
New York.—p. 228. 

*Painful Shoulder Arising from Lesions of Subacromial Bursa and 
Supraspinatus Tendon. L. K. Ferguson, Philadelphia—p. 243. 

Gas Gangrene: Review of Thirty-Two Cases, with Especial Reference 
to Use of Serum, Both Prophylactic and Therapeutic. M. T. Bates, 
Iowa City.—p. 257. 

Correlation of Roentgen-Ray Dosage and Necropsy Findings in Case of 
Retroperitoneal and Mediastinal Metastases from Embryonal Carcinoma 
of Testis: Death from Gangrene of Colon, Results of Irradiation 
Therapy. A. Brunschwig and J. Fox, Chicago.—p. 265. 

Tissue Heating Accompanying Electrosurgery: Experimental Investiga- 
tion. R. D. Huntoon, Iowa City.—p. 270. 

Congenital Atresia of Intestine.—Martin and Elkin state 
that, although congenital intestinal atresia is thought to be 
encountered infrequently, it occurs often enough to reemphasize 
its importance. If congenital atresia is diagnosed early and 
adequate surgical treatment instituted, it is possible to avoid 
a fatal issue. In spite of the high mortality rate, these infants 
should all be given the benefit of operative intervention before 
dehydration, alkalosis and demineralization have occurred. The 
use of fluids, preferably in the form of Hartman’s solution, and 
blood transfusions before and after operation aid in preventing 
shock and dehydration. The procedure carried out must vary 
with each individual case. Adequate exposure is necessary for 
complete exploration of the abdominal cavity. In the two cases 
reported, palliative enterostomy was the procedure of choice. 
In both cases, signs of complete obstruction were manifested. 
In the successful case this procedure was later followed by a 
resection of the portion of the intestine with lateral anastomosis. 
It became necessary to do this because chronic intussusception 
developed in the stoma of the ileostomy. When vomiting in the 
new-born becomes persistent, congenital gastro-intestinal lesions 
should be suspected and ruled out if the only opportunity for 
recovery is to be afforded the infant. 


Painful Shoulder.—Ferguson presents his experiences in 
the treatment of the lesions of the soft tissue involving the 
subacromial or subdeltoid bursa and the supraspinatus tendon 
in 200 patients. The lesions discussed are acute traumatic 
bursitis, acute bursitis with calcification, subacute bursitis with 
calcification, chronic bursitis and tendinitis or obliterative 
bursitis. In spite of definite criteria on which the diagnosis of 
painful shoulder is made, a differential diagnosis is often diffi- 
cult, as many of these lesions may be combined or may follow 
one another. In other instances the diagnosis may be confused 
by other injuries in the shoulder region, such as dislocation 
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of the shoulder or fracture of the greater tuberosity or of the 
upper humerus. In spite of these facts, however, an adequate 
history and a careful physical examination will, as a rule, give 
the examiner a fairly clear mental picture of the pathologic 
process with which he is dealing. The success of treatment 
depends in large part on an exact knowledge of the lesion. In 
cases in which foci of infection were found and eradicated no 
special benefit seemed to follow, and it has never been possible 
to trace etiologic relationship definitely between the painful 
lesions described and toxic absorption from foci of infection or 
from the colon. The constancy with which trauma appears in 
the history of patients with painful lesions of the shoulder points 
to the relative importance of injury as the etiologic factor in 
these cases. 


Archives of Ophthalmology, Chicago 
17: 207-398 (Feb.) 1937 

Subconjunctival Section of Ductules of Lacrimal Gland as Cure for 
Epiphora. P. C. Jameson, Brooklyn.—p. 207. 

Cyclic Paralysis of Oculomotor Nerve... A. M. Hicks and G. N. Hosford, 
San Francisco.—p. 213. 

Congenital Anomalies of Anterior Segment of Eye. A. Hagedoorn, 
Amsterdam, Netherlands.—p. 223. 

Malaria and the Eye: Involvement of Organ of Sight in ‘‘Malaria 
Larvata et Ignorata’” and Significance of Melanoflocculation Reaction 
for Etiologic Diagnosis. A. E. Goldfeder and V. D. Moldavskaja, 
Kharkoff, U. S. S. R.; edited by I. Franklin, Milwaukee.—p. 228. 

Cause of Calcification of Crystalline Lens, with Advance in Age and in 
Cataract. W. E. Burge, G. C. Wickwire and H. M. Schamp, Urbana, 
Ill.—p. 234. 

Short Studies on History of Ophthalnology: III. Hughlings Jackson, 
the Neurologic Ophthalmologist, with Summary of His Works. B. 
Chance, Philadelphia.—p. 241. 

Oculus Fascinus (Fascination, Evil Eye). B. L. Gordon, Atlantic City, 
N. J—p. 290. 

*Test for Aniseikonia, by Use of Central Fixation and Fusion. D. G. 
Allen, Cleveland.—p. 320. 

Effect of Position of Correcting Lens on Size of Retinal Image. H. 
Eggers, New York.—p. 328. 

Neurofibroma of Orbit: “Report of Case. M. P. Motto, Cleveland.— 
p. 340. 


Test for Aniseikonia.—Allen evolved a method of central 
fixation and fusion which is simple enough to use as a routine 
procedure in refraction and by which aniseikonia of as low a 
degree as 0.5 per cent is detected in some cases and differences 
of 1 per cent or greater are detected consistently. Most of the 
work was done by testing known differences in size, i. e., those 
created by placing concave lenses of from 0.25 to 1 diopter 
in power before one eye, the percentages of difference thus 
caused being approximately from 0.5 to 2 per cent. The appara- 
tus used was a stereoscope fitted with rotary prisms, targets and 
size lenses made according to the plan evolved in the Dartmouth 
Medical School. The targets consist of short lines tangent to 
circles 6 cm. in diameter at eight points. The circles are erased 
and the cross lines added to aid fusion. The designs are in 
black and are identical, with the exception that the tangent lines 
in the left target are red. The correction of aniseikonia will 
be found most beneficial in helping the middle class of those 
with anisometropia, i. e., those between (1) comfortable patients 
with small refractive differences and (2) patients with large 
refractive differences who cannot possibility wear the true 
correction for eyes with unequal retinal images. 


Archives of Pathology, Chicago 
23: 159-298 (Feb.) 1937 

Sternal Marrow in Pernicious Anemia: Correlation of Observations at 
Biopsy with Blood Picture and Effects of Specific Treatment in Megalo- 
blastic (‘‘Liver-Deficient’’?) Hyperplasia. .W. Dameshek and Eleanor 
H. Valentine, Boston.—p. 159. 

*Cerebral Lesions in Hypoglycemia. A. B. Baker and N. H. Lufkin, 
Minneapolis.—p. 190 

Blood of Female Mice (Breeders) of Cancer-Susceptible (A) and Cancer- 
Resistant (CBA) Strains. L. C. Strong and L. D. Francis, New 
Haven, Conn.—p. 202. 

Lesions of Nervous System of Rat in Vitamin B Deficiency. C. Davison 
and L. Stone, New York.—p. 207. 

Specific Histology of Granuloma Inguinale. E. R. Pund and R. B. 
Greenblatt, Augusta, Ga.—p. 224. “ 

*Réle of Anaerobic Streptococci in Human Infections. J. R. McDonald, 
J. C. Henthorne and L. Thompson, Rochester, Minn.—p. 230. 


Cerebral Lesions in Hypoglycemia.—Baker and Lufkin 
studied histologically the organic lesions of the central ner- 
vous system caused by a hypoglycemia in three patients. 
Numerous new and old hemorrhages were found scattered 
irregularly throughout the three brains. These seemed most 
numerous in the brains of the patients who had the most severe 
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convulsive seizures. Extensive and widespread alterations of 
the ganglion cells, both the cytoplasm and the nucleus being 
involved, were observed, but these were due entirely to post- 
mortem alterations. The brains of rabbits in which repeated 
hypoglycemic convulsions were produced showed no cell altera- 
tion of pathologic significance. 


Réle of Anaerobic Streptococci in Human Infections, 
—In the twenty-three cases from which McDonald and his 
associates recovered anaerobic streptococci at necropsy some 
part of the intestinal tract was involved nine times, the lung 
primarily seven times and the meninges four times; in three 
cases the lesions occurred in various tissues. Abscess of the 
lung was the predominant pulmonary lesion in four cases, 
Gangrenous appendicitis with rupture accounted for five of the 
intestinal lesions. There were three cases in which carcinoma 
of the large intestine had perforated and produced an abscess. 
The face in the four cases in which anaerobic streptococci were 
isolated from the meninges represented chronic infections in 
the nasopharynx, frontal sinus and middle ear. In the fourth 
case an infected wound in the region of the tenth thoracic 
vertebra had resulted in the infection. The duration of the 
major symptoms varied from four days up to one and a half 
years. In only four cases did the terminal illness last less 
than one week. This chronicity seems to be attributable to 
the low virulence of anaerobic streptococci. Microscopically, 
most of the lesions presented the appearance of a nonspecific 
chronic granuloma. Anaerobic streptococci were recovered in 
pure culture in eleven of the twenty-three cases. Often they 
were isolated both from the blood and from the lesions. They 
were mixed with aerobes in seven cases and with anaerobes in 
seven cases. In two cases the anaerobic streptococci were 
mixed with both aerobes and anaerobes. From three pulmonary 
abscesses anaerobic streptococci were recovered in association 
with Vincent’s organisms. Bacilli of the genus Bacteroides 
were isolated with anaerobic streptococci in two cases. Of the 
eleven strains studied biologically, only three produced similar 
reactions on sugar. These three strains were isolated from 
cerebrospinal meningitis. All strains proved practically non- 
virulent for laboratory animals. 


Archives of Surgery, Chicago 
34: 377-564 (March) 1937 

Decline in Strength of Catgut After Exposure to Living Tissues. J. E. 
Rhoads, H. F. Hottenstein and I. F. Hudson, Philadelphia.—p. 377. 

*Influenzal Meningitis: Report of Case with Recovery. I. Cohn, New 
Orleans.—p. 398. 

Intramural Formation of Gallstones. S. W. Moore, New York.—p. 410. 

Drainage of Cerebrospinal Fluid in Treatment of Acute Head Injuries. 
D. H. Werden, San Diego, Calif.—p. 424. 

Biomechanical Studies of Fibrous Tissues Applied to Fascial Surgery. 
C. M. Gratz, New York.—p. 461. 

*Significance of Obstructive Factor in the Genesis of Acute Appendicitis: 
Experimental Study. O. H. Wangensteen and W. F. Bowers, Minne- 
apolis.—p. 496. 

The Management of Compound Fractures. H. H. Ritter, New York.— 
D. Sars 

Review of Urologic Surgery. <A. J. Scholl, Los Angeles; F. Hinman, 
San Francisco; A. von Lichtenberg, Budapest, Hungary; A. B. Hepler, 
Seattle; R. Gutierrez, New York; G. J. Thompson, J. T. Priestley, 
Rochester, Minn., and V. J. O’Conor, Chicago.—p. 535, 
Influenzal Meningitis. —Cohn’s patient had a compound 

depressed fracture of the skull with brain laceration and a 

fracture of the clavicle but recovered. This patient acquired 

acute influenzal meningitis five weeks after the accident. A pef- 

sistent increased intracranial pressure, varying from 90 to 40 

mm., was never associated with changes of the eyegrounds. 

After twenty-nine spinal taps and three transfusions a complete 

recovery without evidence of any residual manifestations ensued. 

Up to the time of writing the efforts to prove the efficacy 

of so-called immune human serum have not been satisfactory: 

It seems generally accepted that influenzal meningitis is a Pf- 

mary disease not associated with a previous infection of the 

respiratory tract in the majority of instances. The organism 
causing influenzal meningitis is immunologically type specific. 

Until an effective antiserum is available, repeated spinal taps, 

transfusions, dehydration and sedatives remain the most valu- 

able methods of attempting to aid influenzal meningitis. 
mortality remains about 96 per cent. : 
Significance of Obstructive Factor in Acute Appendi- 
citis—Wangensteen and Bowers try to evaluate the signi 
cance of the obstructive factor in the genesis of appem 
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by experiments on animals and by careful observation of the 
frequency with which obstructive phenomena are noted in the 
spontaneous occurrence of the disease in man. In the dog 
complete obstruction of the infected cecal appendage was always 
followed by inflammation; obstruction of the washed appendage 
was usually well tolerated. Infection without obstruction did 
not produce inflammation. The essential inciting factor would 
appear to be a disturbance in the pressure-distention relation- 
ship of the appendix. Sustained intraluminal pressures of from 
8 to 15 cm. maintained for from six to eighteen hours invari- 
ably were followed by changes in the wall of the cecal appen- 
dage. There appears to be a sphincter-like mechanism at the 
base of the appendix which makes of it a potential closed loop, 
with all its attendant inherent dangers. This mechanism 
accounts for the formation of appendical stones or concretions. 
These are laminated and are formed largely in the appendix, 
a sign of appendical stasis. Appendical concretions are found 
as acutely obstructing agents in most instances of perforated 
appendixes—the group in which mortality occurs. Apprecia- 
tion of the significance of appendicular colic should lead to a 
better understanding of the nature of appendicitis. Appendic- 
ular obstruction brooks no delay and demands immediate 
appendectomy. 


Arkansas Medical Society Journal, Fort Smith 
33: 169-186 (March) 1937 


Compulsory Health Insurance. G. B. Fletcher, Hot Springs National 
Park.—p. 169. 
Sex and the Endocrines. I. G. Jones, DeQueen.—p. 174. 


California and Western Medicine, San Francisco 
46: 73-144 (Feb.) 1937 

Pulmonary Embolism. E. R. Ware and L. T. Bullock, Los Angeles.— 
p 79. , 

Psychosis in the Mentally Defective. F. O. Butler, Eldridge.—p. 84. 

Transurethral Resection: Does It Require as Exacting a Preoperative 
Preparation as Prostatectomy? H.C. Bumpus Jr. and B. D. Massey, 
Pasadena.—p. 89. 

Pulmonary Cavity: Optimism Surrounding Its Intelligent Treatment. 
F. M. Pottenger, Monrovia.—p. 92. 

Expert Medical Testimony in California Courts. H. D. Barnard and 
G. FE. Tucker, Los Angeles.—p. 95. 

The Thymus in Health and Disease. P. Michael, Oakland.—p. 101. 

Missed Abortion. J. M. Slemons, Los Angeles.—p. 104. 


Canadian Public Health Journal, Toronto 
28: 53-104 (Feb.) 1937 

Prevention and Treatment of Scarlet Fever. Frieda H. Fraser, Toronto. 

—p. 53. 

Physical Examination of Nurses Before and During Employment. M. R. 

Bow, Edmonton, Alta.—p. 63. 

Observations on Training of Public Health Personnel. R. D. Defries, 

Toronto.—p. 67. 

Need for Uniformity in Tuberculosis Records and Statistics. G. J. 

Wherrett, Ottawa, Ont.—p. 75. 

*Water-Borne Outbreak of Paratyphoid A Fever. J. P. Franklin, Cum- 

berland, Md., and C. H. Halliday, Baltimore.—p. 82. 

Adrenal Glands: Review of Laboratory and Clinical Studies. R. A. 

Cleghorn, Toronto.—p. 88. 

Water-Borne Outbreak of Paratyphoid A.—Franklin and 
Halliday report the occurrence of thirty-seven cases of para- 
typhoid A among a population of 133 in the fall of 1932 at 
Vindex, Garrett County, Md., a coal mining settlement. In 
addition to the thirty-seven cases among the population there 
were four cases among nonresidents who contracted the disease 
while on a visit to the community. Identification of the causa- 
tive organism was made by blood cultures, agglutination tests 
of serums and the isolation of Bacillus paratyphosus A from 
stool and urine specimens. The source of infection was traced 
to the local water supply contaminated by drainage from an 
outdoor privy into which had been thrown the discharges of 
a patient who, owing to an illness that was undiagnosed, had 
feturned to her home from a visit to an adjoining state. 
Investigation revealed that eleven cases of dysentery also had 
occurred among the inhabitants and subsequent investigation 
showed that a total of twenty-seven cases of dysentery had 
occurred in twenty of the homes immediately preceding the 
outbreak of paratyphoid. It is interesting to note that an 
outbreak of diarrhea preceded an epidemic of paratyphoid A 
recorded by Berry in 1916 among the troops encamped on the 
Mexican border. Of 1,000 men, approximately one third con- 
tracted the infection. 
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Colorado Medicine, Denver 
34: 73-152 (Feb.) 1937 
Surgery of Intrathoracic Goiter. G. B. Kent and K. C. Sawyer, Denver. 


—p. 86. 
Factors in Morbidity and Mortality of ‘““Suburban”’ Appendicitis: Report 
of 100 Consecutive Cases. N. L. Beebe, Fort Collins.—p. 92. 


Coffer-Dam Pack and Duodenal Siphonage in Acute Appendicitis. H. 
Freeland, Denver.—p. 96. 

Pyelonephritis, with Especial Reference to Treatment. H. H. Wear, 
Denver.—p. 121. 


Delaware State Medical Journal, Wilmington 
9: 19-34 (Feb.) 1937 


Diphtheria Immunization of Children. A. C. Jost, Dover.—p. 19. 

Diabetes in Children. E. Podolsky, Brooklyn.—p. 24. 

Some of the New Advances in Radiotherapy. I. Burns, Wilmington.— 
p. 25. 

*Protamine Zinc Insulin: Preliminary Observations on Its Use in Ambu- 
latory Cases. J. M. Barsky and C. R. Levy, Wilmington.—p. 27. 


Protamine Zinc Insulin. — Barsky and Levy encountered 
some difficulties in changing ambulatory patients from the old 
type of insulin to protamine zinc insulin. Undoubtedly this 
new form of insulin presents many advantages. The greater 
flexibility in the time for the administration of this insulin is 
of great value, but it also has increased the difficulty in ascer- 
taining the proper dosage, since the time of administration must 
also be determined. In only two cases were untoward effects 
seen. In one the patient was awakened in the early hours of 
the morning by severe abdominal pains. This occurred regard- 
less of the knowledge that the protamine insulin was being 
administered. Another patient was awakened with severe pain 
in the arms. A change in the time of administration remedied 
this. In the first case, however, the use of the new insulin 
product had to be discontinued. 


Illinois Medical Journal, Chicago 
71: 93-184 (Feb.) 1937 

Reducing Infant Mortality. H. C. Niblack, Chicago.—p. 109. 

Classification of Poisoning, with Methods of Diagnosis and Treatment 
of Some of the More Common Poisons. W. D. McNally, Chicago.— 
p. 115. 

Fundamentals of Electrocardiography and the Normal Electrocardiogram. 
B. S. Kleinman, Chicago.—p. 127. 

A Statement to Physicians on Venereal Disease Situation. F. J. Jirka, 
Springfield.—p. 130. 

*Effectiveness of Oral Administration of Ephedrine in the Common Cold. 
G. H. Gowen and A. J. Nedzel, Chicago.—p. 132. 

Physical Therapy as Applied to Eye, Ear, Nose and Throat. J. S. 
Coulter, Chicago.—p. 136. 

Advantages and Disadvantages of Aspirin and Aspirin with Calcium 
Salts in Treatment of Arthritis. A. M. Serby and S. Sideman, 
Chicago.—p. 140. 

Etiologic, Diagnostic and Medicolegal Problems of Occupational Diseases. 
C. O. Sappington, Chicago.—p. 143. 

Accidents and Errors Encountered in Incision for Extraction of Senile 
Cataract. W. W. Gailey, Bloomington.—p. 150. 

Chronic Prostatitis: Critical Review of 1,000 Cases. H. L. Kretsch- 
mer, H. A. Berkey, N. J. Heckel and E. A. Ockuly, Chicago.—p. 152. 

Infectious Mononucleosis. H. J. Isaacs, Chicago.—p. 161. 

Women as Slaves to Industry. J. R. Harger, Chicago.—p. 165. 

Problems Encountered in Interpretation of Mechanical and Laboratory 
Aids to Diagnosis. G. Parker, Peoria.—p. 169. 

Jelly Belly (Pseudomyxoma Peritonaei) and Its Ultimate Development: 
Report of Three Cases. W. W. Voigt, Chicago.—p. 172. 

Treatment of Chronic Suppurative Otitis Media with Iodine Powder. 
C. H. Christoph, Chicago.—p. 176. 

Appendicitis Is an Emergency. G. L. McWhorter, Chicago.—p. 179. 


Effectiveness of Oral Administration of Ephedrine in 
the Common Cold.—Since ephedrine has a tendency to cause 
psychic excitation, especially insomnia, it seemed rational to 
Gowen and Nedzel to combine it with a sedative such as iso- 
amylethylbarbituric acid in the treatment of colds. Of the 566 
cases studied during three years, 502 were treated in this manner 
and sixty-four were employed for controls (placebo treatment). 
The observations in the treated cases were concerned with the 
response to varying combinations of ephedrine and amytal. The 
dosage of choice proved to be one-eighth grain (0.008 Gm.) of 
ephedrine sulfate and three-eighths grain (0.024 Gm.) of amytal. 
The optimal dosage of this drug combination is considered to 
be six capsules or tablets daily with an interval of two hours 
between doses. Medication was stopped as soon as definite 
improvement took place, for which the number of doses varied 
from a minimum of one tablet or capsule to a maximum of 
twelve, with an average intake per person of from four to four 
and four tenths. The most satisfactory results were obtained 
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in those who reported for treatment within twenty-four hours 
after onset. There was evidence of improvement in 83 per cent 
of the treated cases, as compared to 26 per cent in the controls. 
Patients having fever, sore throat, cough, laryngitis and purulent 
nasal discharge did not respond well, nor did those who applied 
for treatment later than three days after the onset. The course 
of infection was shortened and improvement was noted earlier 
as compared to the various types of remedy employed by the 
same persons in the past. On the basis of relief, ephedrine 
taken orally is at least as efficacious as ephedrine applied locally, 
and its employment is certainly simpler. 


Journal of Biological Chemistry, Baltimore 
117: 429-798 (Feb.) 1937. 

Method for Quick Dry Ashing of Blood Plasma and Whole Blood for 
Determination of Chlorides. W. E. Wilkins and H. D. Jones, Nash- 
ville, Tenn.—p. 481. 

Lipid Content of Rabbit Leukocytes. E. M. Boyd and J. W. Stevenson, 
Kingston, Ont.—p. 491. 

Method for Determination of Cyclopropane, Ethylene and Nitrous Oxide 
in Blood with Van Slyke-Neill Manometric Apparatus. F. S. Orcutt 
and R. M. Waters, Madison, Wis.—p. 509. 

Chemical and Physical Studies on Antihemorrhagic Vitamin. H. J. Alm- 
quist, Berkeley, Calif.—p. 517. 

Influence of Sodium Glycocholate on Enzymatic Synthesis and Hydrolysis 
of Cholesterol Esters in Blood Serum. W. M. Sperry and V. A. 
Stoyanoff, New York.—p. 525. 

Relation of Glycine and Serine to Growth. 
Rose, Urbana, I].—p. 581. 

Effect of Anticoagulants on Blood Lipids. E. M. 
Murray, Kingston, Ont.—p. 629. 

Metabolism of Sulfur: XXIV. Metabolism of Taurine, Cysteic Acid, 
Cystine and of Some Peptides Containing These Amino Acids. 
Florence:R. White, H. B. Lewis and J. White, Ann Arbor, Mich.— 
p. 663. 

Colorimetric Determination of Free and Combined Cholesterol. 
M. Smith and A. Marble, Boston.—p. 673. 

Factors Influencing the Stability of Insulin. M. Sahyun, M. Goodell 
and A. Nixon, Detroit.—p. 685. 

Metabolism of d-Xylulose. H. W. Larson, N. R. Blatherwick, Phoebe J. 
Bradshaw, Mary E. Ewing and Susan D. Sawyer, New York.—p. 719. 

Reagent for Copper-Iodometric Determination of Very Small Amounts 
of Sugar. M. Somogyi, St. Louis.—p. 771. 


Partial Index 
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Journal of Immunology, Baltimore 
32: 83-170 (Feb.) 1937 


Studies on Serum Fractions: II. Differences in Antigenic Structure of 
Different Horse Serums. K. Ando, R. Kee and K. Manako, Dairen, 
Manchuria.—p. 83. 

Further Investigations on Blood Brain Barrier: Significance of Elec- 
trical Charge and §-Potential in the Problem of Blood-Brain Barrier 
and Capillary Permeability in General. U. Friedemann, London, 


England.—p. 97. 
Mutual Multivalence of Toxin and Antitoxin. H. Eagle, Philadelphia.— 


p. 119. 

Experimental Studies on Encephalitis Virus of 1935 Epidemic in Tokyo, 
with Especial Reference to Its Serologic Difference from Virus of 
St. Louis Encephalitis. M. Kudo, K. Uraguchi, S. Matsuda and H. 
Hashimoto, Tokyo, Japan.—p. 129. 

Effect of Experimental Acidosis on Production of Immune Bodies in 
Rabbit. W. W. Brandes and A. B. Cairns, Dallas, Texas.—p. 137. 
Study of Relation of Temperature to Antibody Formation in Cold 
Blooded Animals. F. W. Allen and E. C. McDaniel, Albuquerque, 

N. M—p. 143. 

*Further Studies on Immunology of Haemophilus Pertussis. H. M. 
Powell and W. A. Jamieson, Indianapolis.—p. 153. 
Immunologic Responses of Tissues Cultivated in Vitro. 

and W. A. McOmie, Berkeley, Calif.—p. 157. 

Further Studies on Immunology of Haemophilus Per- 
tussis.—Powell and Jamieson examined twenty-two pertussis 
cultures for virulence for mice by mixing the cultures with a 
certain type of starch solution prior to injection. Seven of 
these cultures exhibited considerable virulence for mice, killing 
these animals in doses of 10-8 cc. Sufficient virulence has been 
attained in this way to utilize infections established by starch- 
treated cultures as an index of immunity of mice to which 
different batches and types of pertussis vaccines have been 
administered. To supplement their previous immunization 
experiments the authors treated four additional groups of mice 
with additional pertussis vaccines. Of the three Sauer vaccines, 
the two-year-old lot and the freshly prepared lot gave a high 
degree of immunity, while the year-old lot gave an intermediate 
immunity. The Krueger undenatured bacterial antigen gave a 
high degree of immunity. Thus it appears that a marked 
immunizing capacity of pertussis vaccines can be shown by the 
use of white mice in the laboratory, and also that quantitative 
differences in immunizing effectiveness may be’ established. 


A. J. Salle 
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Journal Industrial Hygiene & Toxicology, Baltimore 
19: 73-110 (Feb.) 1937 


Occupational Cancer of Lung. L. Teleky, Silbergasse, Vienna.—p. 73, 

Experimental Investigation of “Aniline Cancer.” 1. Berenblum and 
G. M. Bonser, Leeds, England.—p. 86. 

Effect of Lead on Tissue Metabolism, D. Dolowitz, J. F. Fazekas and 
H. E. Himwich, Albany, N. Y.—p. 93. 

Respiratory Protective Devices. C. E. Brown, Pittsburgh.—p. 95. 


Journal of Pediatrics, St. Louis 
10: 147-294 (Feb.) 1937 

Effect of Various Supplements to Diet on Iron Balance of Anemic 

Infant. F. W. Schlutz, Minerva Morse and Helen Oldham, Chicago, 

—p. 147. 

*Comparative Antirachitic Effectiveness of Viosterol, Cod Liver Oil and 

Percomorph Liver Oil. J. M. Lewis, New York.—p. 155. 

Tetany in the New-Born. C. E. Snelling and A. Brown, Toronto.— 

p. 167. 

Placental Fluid in Measles Prophylaxis. S. Karelitz, C. K. Greenwald 

and A. J. Klein, New York.—p. 170. 

Placental Immunity: Method of Determining Dosage of Placental 

Globulin in Measles Prophylaxis. S. Karelitz, C. K. Greenwald and 

A. J. Klein, New York.—p. 175. 

Multiple Neuritis from Diphtheria Toxoid: 

Wilkinson, Decatur, Ill.—p. 180. 
*Lipomatosis in Insulin Injected Areas in Diabetic Boy, Aged Thirteen 

and One-Half Years. G. B. Bader and F. Vero, New York.—p. 184. 

Typhoid Fever in Children: Study of Sixty Cases. H. F. Dietrich, 

Los Angeles.—p. 191. 

Treatment of Gonorrheal Vulvovaginitis with a Special Glucose Tablet: 

Preliminary Report. A. A. Little Jr., Houston, Texas.—p. 202. 

Endocrine Obesity in Children: Clinical and Laboratory Studies and 

Results of Treatment. M. B. Gordon, Brooklyn.—p. 204. 

Edema in the New-Born Due to Prelacteal Feeding: Report of Four 

Cases. G. N. Krost, Chicago, and I. M. Epstein, El Paso, Texas.— 

p. 221. 

Influenzal Meningitis. N. Silverthorne, D. T. Fraser and C. E. Snelling, 

Toronto.—p. 228. 

Severe Visceral Complications in Acute Anterior Poliomyelitis: Case 

Report. B. L. Keyes, Philadelphia.—p. 233. 

Shift in Infant Mortality Rate in Durham County, North Carolina. 

J. W. Kerner, Durham, N. C.—p. 236. 

Antirachitic Effectiveness of Viosterol, Cod Liver Oil 
and Percomorph Liver Oil.—In order to determine the 
relative effectiveness of cod liver oil, viosterol and percomorph 
liver oil, unit for unit, Lewis gave 365 infants 135, 435 or 
870 U. S. P. (XI) units daily of one of these antirachitic agents 
throughout the winter months. The results of the prophylactic 
study did not indicate any significant difference in the effective- 
ness of these agents at the levels of the units employed. The 
degree of protection afforded by these antirachitic substances 
was extremely high, and only three infants among the 146 
infants receiving 135 units daily developed x-ray evidences of 
rickets. A comparison of the curative response to cod liver oil, 
viosterol, percomorph liver oil and irradiated cholesterol was 
made in fourteen rachitic infants. These tests revealed that the 
daily administration of 435 units of cod liver oil, percomorph 
liver oil and irradiated cholesterol brought about good healing 
in two, four and three rachitic infants, respectively, whereas 
the same number of units of viosterol failed to bring about 
satisfactory healing in two rachitic infants. The results of the 
curative study, therefore, would seem to indicate that, rat unit 
for rat unit, vitamin D of animal source (cod liver oil, 
percomorph liver oil and irradiated cholesterol) is more effective 
in, the treatment of infantile rickets than is vitamin D of plant 
origin (viosterol). 

Lipomatosis in Insulin Injected Areas in Diabetic Boy. 
—Bader and Vero report their case of lipoma-like masses if 
a white boy, 13% years of age, who had diabetes mellitus for 
four and one-half years. His diet was high in carbohydrates 
and low in fat. The disease has been fairly well controlled 
with two injections of insulin daily, one before breakfast and 
one before supper. The insulin requirements per day have 
varied between 50 and 80 units during the last two years. His 
blood cholesterols have varied within normal limits. Two years 
ago very small swellings were noted in the insulin-injected 
areas: both biceps, both buttocks and the anterior aspect 
both thighs. These swellings were described as_ localized, 
edematous, symmetrically distributed tumefactions. In spite 
of the admonition to avoid these areas in the future, the patient 
continued to use them for insulin injections because “it hurt 
less” when these areas were used. As a result of the continuows 
use of these areas, the swellings have increased steadily in size. 
These sections show a moderate hyperkeratosis with edema 


Report of Case. S. J. 
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the epidermis, portions of which appear to be slightly atrophied. 
The corium is somewhat edematous, the site of a slight chronic 
inflammatory reaction. There appears to be a moderate fibrosis 
of the corium. The principal feature, however, is the attached 
adipose tissue, which is composed of very large cells and shows 
evidence of encapsulation. The adipose tissue comes fairly close 
to the epidermis in one place, and within it one sees a hair 
follicle and a smooth muscle bundle, as is frequently the case 
when the skin atrophies. No serious sequel has been observed 
so far, and the lipomatous ‘process seems to be benign. No 
therapy has influenced them, but a definite reduction in size can 
be noticed when further injections in the area are avoided. 


Michigan State Medical Society Journal, Lansing 
36: 77-130 (Feb.) 1937 


Modern Treatment of Pneumonia. A. E. Price, Detroit.—p. 77. 

Side-Stepping Responsibility—via Drugs. T. J. Heldt, Detroit.—p. 83. 

Function and Responsibility of the Radiologist in Medical Practice. 
V. M. Moore, Grand Rapids.—p. 87. 

Spontaneous Hypoglycemia in Vagotonic Individual. M. A. Mortensen, 
Battle Creek.—p. 89. 

Early Diagnosis in Tuberculosis. W. H. Barron, Detroit.—p. 93. 

Treatment of Ocular Injuries. D. Marshall, Ann Arbor.—p. 95. 

Few Comments on Technic of Making Diagnostic Skin Tests. Lucile R. 
Grant, Grand Rapids.—p. 99. 

Therapy of Hyperthyroidism Preceding and During Menopause Era. 
D. H. Fauman, Detroit.—p. 100. 

Report of Skin Abrasion Infected by Gonococcus. E. Van Camp, Battle 
Creek.—p. 104. 


New England Journal of Medicine, Boston 
216: 233-272 (Feb. 11) 1937 
Pelvic Inclination: Factor in Slipped Epiphysis and Nonunion of Frac- 
ture of Hip. L. T. Brown, Boston.—p. 233. 
Preventive Inoculations. D. O’Hara, Boston.—p. 236. 
Dermatitis from Phenylhydrazine Compounds: Repart of Case. J. G. 
Downing, Boston.—p. 240. 


New Jersey Medical Society Journal, Trenton 
34: 73-148 (Feb.) 1937 


Recurrent Functional Hypoglycemia in Juveniles: Review with Particu- 
lar Reference to Its Convulsive Manifestations. R. E. Jennings, East 
Orange, and J. M. Rector, San Francisco.—p. 79. 

*Diet in Treatment of Anorexia. F. H. von Hofe, East Orange.—p. 87. 

Early Diagnosis of Cancer of Breast. G. Blackburne, Newark.—p. 89. 

Chronic Appendicitis: Its Roentgen Diagnosis. E. A. May, East 
Orange.—p. 91. 


Gallbladder and the General Practitioner. M. E. Rehfuss, Philadelphia. 
—p. 95. 

Cardiac Arrhythmias from Clinical Standpoint. T. K. Lewis, Camden. 
—p. 101. 


Local Mechanism of Pyloric Control and Gastric Emptying in Man. H. 

Shay, J. Gershon-Cohen and S. S. Fels, Philadelphia.—p. 105. 

Diet in Treatment of Anorexia.—With the thought in 
mind that young children on the commonly prescribed diet for 
celiac disease usually have very keen appetites, von Hofe con- 
sidered it logical to prescribe a diet low in carbohydrates and 
milk free for anorexia. The response of appetite to this diet 
was striking; and now over a period of about ten years it has 
been prescribed for a considerable number of patients, with 
almost uniformly good results. In fact, if in a period of two 
weeks the result is not satisfactory, one becomes suspicious of 
some error in the routine. These children receive a breakfast 
consisting of bacon, egg, a small slice of Swedish rye bread 
with butter, stewed fruit and a well ripened banana. Orange 
juice or any other fruit juices may be included. At noon the 
meal consists of broth or soup (not creamed), meat, vegetables 
(but no potato), gelatin or stewed fruits and again a well 
ripened banana. For dinner the patient is given broth or soup 
again, vegetables, a fruit or vegetable salad, cottage cheese, 
one small piece of Swedish rye bread with butter, gelatin or 
stewed fruit and a well ripened banana. The fruits are stewed 
with little or no sugar. It is necessary that the mother and 
all others leave the child while he is having his meal. At 
the end of twenty minutes to a half hour the table is 
Cleared regardless of how little has been consumed; indeed, the 
child should be surprised by the lack of interest. If the mother 
18 too sympathetic and finds herself incapable of this routine, 
It becomes necessary to have a nurse or some intelligent rela- 
tive carry out the plan. It is essential that the patient be not 
Overtired. When he becomes ravenously hungry, carbohydrates 
are added in sparing amounts, and later small quantities of milk 
are introduced. The child is kept on a relatively low carbo- 
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hydrate and low milk diet for any indefinite time. Later, if 
the appetite wanes again, the patient is immediately placed on 
the original diet, but for a short period only. Loss in weight 
is not uncommon during the first week or two, but with the 
improvement in appetite this loss is soon made up. In view 
of the fact that the child is on a relatively low calcium diet, 
calcium may be administered. 


New York State Journal of Medicine, New York 
37: 231-348 (Feb. 1) 1937 

Suppuration in Pneumatic Antelabyrinthine Portion of Petrous Pyramid. 
H. K. Taylor, New York.—p. 231. 

Little Recognized Types of Allergy. T. W. Clarke, Utica.—p. 236. 

Therapy of Acne Vulgaris with Hormone Preparations. T. Rosenthal, 
New York.—p. 244. 

Ulcerative Colitis: Bacteriologic Aspects. W. Z. Fradkin, Brooklyn. — 
p. 249, 

Pneumonic Type of Bacillary Dysentery. J. Felsen, New York.—p. 253. 

Postoperative Sedation. R. F. Carter, New York, and G. G. Broad, 
Syracuse.—p. 255. 

Position of Ureters and Trigon in Prolapsus Uteri. Mary Lee Edward, 
New York.—p. 257. 

Tonsillectomy versus Electric Coagulation: Present Status. J. D. Kelly, 
New York.—p. 263. 

Chronic Diffuse Glomerular Nephritis: Diagnosis, Symptoms and Treat- 
ment. H. O. Mosenthal, New York.—p. 268. 

Bismuth by Mouth in Treatment of Syphilis: Preliminary Experimental 
Study with Bismuth Chloride (Bismutrate) in Rabbit Syphilis. C. R. 
Rein and M. B. Sulzberger, New York.—p. 275. 

Municipal Syphilis Control. T. F. Laurie, Syracuse.—p. 280. 

New York City Plans for Combating Syphilis. C. W. Clarke, New 
York.—p. 282. 

Familial Telangiectasia with Recurring Epistaxis: Successfully Treated 
with Radium: Review of Literature. M. M. Sterman and J. C. Scal, 
New York.—p. 287. 

Vasomotor Rhinitis. C. S. Nash, Rochester.—p. 293. 

Acute Obstruction of Central Retinal Artery: Relieved by Intravenous 
Sodium Nitrite. B. Esterman, New York.—p. 296. 

Treatment of Psoriasis by Colloidal Manganese: Review of Literature 
and Report of Seventy-Two Cases. H. D. Niles, New York.—p. 298. 


Northwest Medicine, Seattle 
36: 39-72 (Feb.) 1937 
Virus of Lymphogranuloma Inguinale: Its Cultivation, Immunologic and 

Clinical Studies. J. T. Tamura, Cincinnati.—p. 39. 

Gastric Leiomyoma. J. L. Lindquist and H. E. Mock, Chicago.—p. 42. 
Hyperplastic Tuberculosis of Colon. J. W. Read, Tacoma, Wash.— 

p. 45. 

Tuberculosis at University of Oregon. Marian G. Hayes and F. N. 

Miller, Eugene, Ore.—p. 48. 

New Amputation Through Femur at Knee. C. L. Callander, San Fran- 

cisco.—p. 49. 

Hemolytic Blood Transfusion Reaction: Report of Fatal Case. M. W. 

Hemingway and R. W. Hemingway, Bend, Ore.—p. 53. 

*Female Sex Hormone in Involution Melancholia: Preliminary Report. 

C. C. Carlson, Topeka, Kan.—p. 55. 

Nasal Asthma. T. H. Duerfeldt, Tacoma, Wash.—p. 60. 

Estrogen in Involution Melancholia.—Carlson performed 
hormone determination tests of the urine of a group of ten 
selected cases of depressed psychosis of the involution period. 
The ages ranged from 48 to 74 years, and the psychosis had 
existed from six months to seventeen years. The chief symp- 
toms consisted of depression, marked anxiety, feelings of unre- 
ality, hypochondriac or nihilistic delusions and minimal mental 
retardation. The estrogen was determined in the urine of these 
women after the method of Frank. Determinations were made 
each week for four weeks. Five patients gave a positive reac- 
tion one week out of the four. The other five patients gave 
negative tests throughout the four weeks. The cases were not 
chosen because of the results of the tests and it is merely a 
coincidence that five were positive and five were negative. 
Ovarian activity was found to be present in one patient twenty- 
six years after the onset of the menopause. The other four 
patients had definite ovarian functions one, three, eleven and 
sixteen years after the onset of the menopause. A definite con- 
clusion from these observations is that some patients suffering 
from involution melancholia do show some degree of ovarian 
activity. This evidence is contrary to previous speculations that 
involution melancholia is caused by a sudden cessation of pro- 
duction of follicular hormone or results from a nonfunctioning 
of the ovaries. In all patients who did give a positive test, the 
results were quantitatively less than those found in normal 
menstruating women but at the same time gave evidence of 
some ovarian activity. Comparison of the results of this study 
with the results reported in nonpsychotic women in the meno- 
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reveals an interesting similarity. In the normal meno- 
pause the urine may be negative for estrogen or it may show 
subnormal amounts present in varying quantities. Also it may 
be negative at one time and positive at another. This similarity 
may explain why conflicting results have been reported from 
the use of theelin in psychoses of the. involution period. It has 
been suggested that the reason for failure lies in the marked 
variations in ovarian functions. While the study of ten cases 
does not permit definite conclusion, the trend of results indicates 
that the ovarian function in cases of menopause with depressive 
psychoses is found to be no different from that reported in the 
cases of menopause without psychoses. Endocrine changes may 
play a part in producing the psychosis. However, the observa- 
tion that the endocrine changes were not uniform in this group 
of involution melancholia patients would suggest that the endo- 
crine changes of the menopause are not the only factors con- 
cerned in the production of a psychosis. Before an endocrine 
basis for this psychosis can assume a major importance it must 
be shown wherein these patients -differ endocrinologically from 
women in the normal menopause. 


pause 


Philippine Islands Med. Association Journal, Manila 
16: 731-802 (Dec.) 1936 

Value of Yeast in Treatment of Beriberi. W. Vitug and G. F. Austria, 
Manila.—p. 731. 

Observations on Behavior of Ascaris Eggs Deliberately Introduced into 
Peritoneal Cavity of Monkeys, with Especial Reference to Possibility 
of Internal Autoinfestation. C. M. Africa and E. Y. Garcia, Manila. 

p. 739. 
Contribution on Insanity. 
DB: Jon. 

Tertiary Manifestations of Yaws in Larynx. 

p. 769. 


Public Health Reports, Washington, D. C. 
52: 125-156 (Jan. 29) 1937 


Sickness Among Male Industrial Employees During Third Quarter and 
First Nine Months of 1936. D. K. Brundage.—p. 127. 


M. M. Gallardo, Dumaguete, Oriental Negros. 


C. D. Ayuyao, Manila.— 


Surgery, Gynecology and Obstetrics, Chicago 
64: 257-592 (Feb. 15) 1937 

Formation and Treatment of Calculi in Biliary Ducts and Gallbladder. 
J. Walton, London, England.—p. 257. 

Coronary Sclerosis and Angina Pectoris: 
Blood Supply on Myocardium. C, S. 

Rationalizing Treatment in Acute Intestinal 
Wangensteen, Minneapolis.—p. 273. 

Chronic Intestinal Obstruction Due to Lesions of Large Bowel. 
David, Chicago.—p. 281. 

Treatment of Fractures of Neck of Femur by Internal Fixation. M. N. 
Smith-Petersen, Boston.—p. 287. 

Combined Spleen Clinic: Results with Medical and Surgical Therapy in 
Splenopathies. A. O. Whipple, New York.—p. 296. 

Management of Severe Hyperthyroidism. F. H. Lahey, Boston.—p. 304. 

*Resection of Rectosigmoid and Upper Rectum for Cancer, with End-to- 
End Union. J. S. Horsley, Richmond, Va.—p. 313. 

Transurethral Resection, Its Indications, Limitations and Complications. 
H. C. Bumpus Jr., Pasadena, Calif.—p. 324. 

Radium versus Wertheim’s Hysterectomy in Treatment of Carcinoma of 


Treatment by Grafting New 
Beck, Cleveland.—p. 270. 
Obstructions. O. H. 


vec. 


Cervix. W. F. Shaw, Manchester, England.—p. 332. 

*More Conservatism in Cesarean Section. F. W. Lynch, San Francisco. 
—p. 338. 

Essential Features in Fractures of Shoulder. G. E. Wilson, Toronto.— 
p. 347. 


Early Local Care of Face Injuries. V. P. Blair, J. B. Brown and L. T. 


Byars, St. Louis.—p. 358. 

Resection of Rectosigmoid and Upper Rectum for 
Cancer, with End-to-End Union.—Horsley outlines a method 
for resection in cancer of the rectosigmoid and upper part of 
the rectum, with end-to-end union of the intestine, which is 
apparently as radical so far as permanent cure is concerned as 
complete evulsion of the whole rectum, while it offers the benefit 
of preserving the normal function of the lower part of the 
rectum and anus. Something more than mere existence should 
be included in the objectives of surgery. If the patient can be 
made more comfortable and life is made to seem more worth 
while after a procedure that offers about equal chances of cure 
of the cancer as other operations, this technic should be adopted. 
There was no operative mortality from the resection of the 
rectosigmoid colon with end-to-end union in the author’s three 
cases. There was recurrence in two and the last patient has 
been operated on too recently to permit a claim of a cure. The 
first two cases were far advanced, and yet the first patient 
remained in good health for ten months. The second: patient, 
whose lesion was more in the upper part of the rectum than 
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in the terminal sigmoid, had good health for several months, 
It does not appear that either of these patients would have been 
more likely to be cured of the cancer by a complete extirpation 
of the rectum. In the first patient the recurrence was chiefly 
above the rectum, and in the second, though no necropsy was 
held, there was no evidence to show that the rectum, a short 
stump of which was left, was seriously affected in the recur- 
rence, and there were palpable masses in the upper part of the 
abdomen. While these two cases were on the borderline of 
inoperability, at least a few months of comfortable life resulted, 
which doubtless could not have been attained by any other 
procedure. 

More Conservatism in Cesarean Section.—According to 
Lynch, a review of the maternal deaths recorded during 1927 
and 1928 in fifteen states in the birth registration areas, made 
by the United States Children’s Bureau, has been followed by 
similar compilations for cities. The observations in these mor- 
tality studies concerning cesarean section attract one’s atten- 
tion because the operation recently has become a common instead 
of a most uncommon method of operative delivery and because 
more than one half of the deaths following cesarean section 
have occurred in women who previously had borne children 
through the normal birth passages. Moreover, the incidence of 
cesarean section in these mortality studies has risen from 11 per 
cent in 1927 to 33 per cent in 1934. Thus cesarean section pre- 
ceded 11 per cent of all puerperal deaths in or after the seventh 
month of pregnancy in the report of these fifteen states for 1927 
and 1928. This tremendously increased incidence of cesarean 
section should have reduced the maternal mortality rate in the 
United States if the indications for the operation were sound 
and the mortality rate was properly low. The national mater- 
nal mortality rate, however, has remained virtually unchanged 
for many years. This tremendous increase in cesarean section 
has been initiated both by the public and by the profession—the 
public because of desire to escape the pain and terror of labor 
which it has been taught to believe is an unnecessary and 
unmodern thing, the profession because it feels that improve- 
ments in surgical technic must have made safe an operation the 
surgical mortality of which could have been considerable only 
in almost antediluvian time. Consequently, physicians without 
special training in obstetrics or in general surgery undertake 
cesarean section without full consciousness of the threat that 
their surgery entails. Its application should be limited to those 
cases in which valid reasons for its use exist. To achieve such 
consideration and consequent limitation, the American College 
of Surgeons should restate indications for cesarean section valid 
at the present time and should instruct hospitals certified by its 
board to permit the operation only after consultation with one 
of the chief obstetricians of its senior staff. Only by such means 
can the profession safeguard an operation that is at present a 
dangerous procedure. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
45: 61-118 (Feb.) 1937 
Methods of Investigation of Functional Uterine Hemorrhage. 

Fluhmann, San Francisco.—p. 61. 

The Fetal Heart. H. F. Schluter, Sacramento, Calif.—p. 71. : 
Superior Hypogastric Plexus and Its Relation to Gynecology: Descrif 
tion and Clinical Demonstration. P. G. Flothow, Seattle.—p. 79. 
Presacral Sympathectomy. A. M. Vollmer, San Francisco.—p. 90. 
Breech Delivery: Review of 218 Cases. B. J. Hanley and G. Rosen 

blum, Los Angeles.—p. 98. 

*Occlusion of Inferior Mesenteric Vessels. 

Ore.—p. 105. 

Occlusion of the Inferior Mesenteric Vessels.—Gambee 
gives the essential processes responsible for the clinical picture 
produced by occlusion of the inferior mesenteric vessels. 
symptom that first challenges the attention of the patient 1S 
nearly always pain of a colicky character. It may begin imsiGr 
ously or it may be severe at the onset. The time of onset of 
the pain does not necessarily coincide with the lodgment of the 
embolus in the mesenteric artery. In some cases pain may not 
be appreciable even though a thrombus does complete the 
obstruction begun by an embolus. A localization of this pai 
in the left lower part of the abdomen along the left colon 18 4 
significant thing. It contrasts strikingly with the midabdo 
pain usually associated with serious disturbances in the sma 
intestine. The localization of pain may play a large part 
differentiating occlusive vascular lesions of the superior 
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those of the inferior mesentery. The next most constant symp- 
tom presented is shock. The amount of intestine involved and 
the rapidity with which the process develops must largely deter- 
mine the degree of the shock. Vomiting in these cases is as 
frequent and as copious as it is in other forms of acute intestinal 
obstruction and is particularly significant when there is blood 
in it. When diarrhea and bloody stools are found with other 
evidence of acute intestinal obstruction, the differential diagnosis 
usually lies between intussusception and mesenteric vascular 
occlusion. Since some degree of hemorrhage is invariably found 
in all vascular accidents of the mesenteries, it would seem that 
every case in which this vascular occlusion is situated in the 
inferior mesentery should be accompanied by demonstrable blood 
in the stool. Local tenderness may indicate with some accuracy 
the location of the segment of infarcted intestine. Distention 
has been reported in from 70 to 80 per cent of the recorded 
cases of mesenteric vascular occlusion. The physiology of this 
phenomenon suggests that there is no form of acute intra- 
abdominal disorder which can bring on distention so rapidly 
as occlusion of the superior mesenteric veins. The distention 
that comes in the wake of infarctions in the left colon involves 
the colon and small intestine proximal to the infarcted area 
and suggests an advanced peritonitis. Leukocytosis of a poly- 
morphonuclear type ranges between wide limits. The infarction, 
with hemorrhage into the peritoneal cavity, with peritonitis as 
well as splanchnic congestion and dehydration, is reflected in 
the blood count. Its chief significance in mesenteric vascular 
accidents arises from the fact that it is associated with a thready 
pulse and a subnormal temperature. 


Wisconsin Medical Journal, Madison 
36: 73-148 (Feb.) 1937 
Bleeding Before the Menopause. J. J. Horwitz, Milwaukee.—p. 87. 
*Bleeding During Early Pregnancy. J. D. Owen, Milwaukee.—p. 94. 

Bleeding in Late Pregnancy. J. W. Harris, Madison.—p. 101. 
Amebiasis. J. L. Miller, Chicago.—p. 106. 

Insulin Shock Therapy of Schizophrenia (Dementia Praecox). H. H. 

Reese, Madison.—p. 111. 

Bleeding During Early Pregnancy.—Owen states that 
gestation itself accounts for more than 90 per cent of vaginal 
bleeding in early pregnancy. Spruck observed periodic vaginal 
bleeding (physiologic) with no demonstrable cause in nineteen 
of 9,000 pregnant women. This bleeding approaching the nor- 
mal menstrual flow, in both amount and duration, in only 
0.05 per cent. Pathologic bleeding not directly due to pregnancy 
may be caused by varicose veins, hemorrhage from a polyp, 
fbromyomas of the cervix, cervical erosion, carcinoma of the 
cervix, focal endometritis with ulceration, fibromyomas and 
pregnancy superposed on an adenocarcinoma of the uterus. In 
pathologic bleeding directly due to pregnancy fifty cases of cer- 
vical pregnancy have been reported, the diagnostic triad of 
which consists of brisk vaginal bleeding, complete absence of 
uterine cramps or pelvic pain and palpation of an enlarged, 
pear-shaped cervix containing the embryo. Evacuation with the 
finger should be attempted. If cervical dilatation cannot be 
accomplished easily, or if the fetus is too large to remove 
through the partially dilated cervix, vaginal hysterotomy should 
be performed. Severe hemorrhage often accompanies the opera- 
tion. Extra-uterine pregnancy causes the death of 1,000 women 
yearly in this country. Tubal pregnancy occurs once in every 
300 gestations. The history of a skipped or delayed period, 
followed by vaginal spotting, suggests an ectopic gestation. 
Ectopic pregnancy occurs more often in multiparas and in 
women who have a scar in the iliac region. This fact suggests 
that these patients have had pelvic inflammatory disease or a 
corrective uterine operation, which may be followed by prolapse, 
edema or kinking of the fallopian tubes. In hydatidiform mole, 
a lesion of the fetal portion of the gestational sac, vaginal bleed- 
ing is the commonest complaint. The flow generally is slight, 
Tusty and serous. Hydatidiform mole is a potentially malignant 
tumor, The immediate dangers are hemorrhage, perforation of 
the uterus and puerperal sepsis. The maternal mortality is 

per cent. Chorionepithelioma develops in from 5 to 10 per 
cent of patients who have had a hydatidiform mole. About 

Per cent of chorionepitheliomas follow mole, 30 per cent 
dllow abortion and the remainder follow ectopic gestation and 
T at term. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Medical Journal, London 
1: 105-152 (Jan. 16) 1937 

Classification of Glycosurias. T. H. Oliver.—p. 105. 

Direct Bronchoscopic Investigation in Hemoptysis Without Physical or 
Radiologic Manifestations. J. E. G. McGibbon and E. T. Baker-Bates. 
—p. 109. 

Results of Corneal Transplantation. J. W. T. Thomas.—p. 114. 

*New Treatment for Chronic Leukorrhea. A. Bourne, L. T. Bond and 
K. A. McGarrity.—p. 116. 

Adherent Fallopian Tube Causing Intestinal Strangulation. F. M. 
Collins.—p. 119. 


Treatment for Chronic Leukorrhea.—Bourne and his 
associates considered that, if the entire mucosa of the cervix 
could be destroyed by one application of a chemical agent with- 
out the necessity of an anesthetic, there would be a prospect 
of a real cure of leukorrhea. The substance chosen was a 
saturated solution of zinc chloride in water. Porous clay pencils 
were used as the medium for introduction. They were 1% 
inches long and of different diameters. If these pencils are 
placed in a saturated solution of zinc chloride for ten minutes, 
they will become fully charged with the salt and ready for use. 
In most cases there is no difficulty in inserting one of a suitable 
size without pain, and it is easy to remove by the wire passed 
through a hole drilled in the proximal end of the pencil. The 
absorption of zinc chloride by the tissues is fairly constant 
according to the size of the pencil and the duration of the 
application, and it is sufficient to produce necrosis of the mucosa 
extending from about 2 to 4 mm. deep. If the dose of zinc 
has been insufficient, either because too small a pencil has been 
used or because the time of application is too short, the zone of 
necrosis will be uneven or not deep enough to affect all the 
glands, and partial failure will follow; on the other hand, if 
the dose has been excessive, necrosis may penetrate too deeply. 
In these cases a large slough, representing a cast of the major 
part of the cervix, tunneled by its canal, may separate about 
the seventh day, but even though so much tissue has been 
removed the authors have never seen anything more than very 
slight bleeding at the time of separation, and in one or two 
cases, after removal and examination by the microscope, the 
canal was found to be of normal size and lined by epithelium. 
The type of cervix most suitable for treatment by zinc chloride 
is the one that has not been deeply lacerated and is therefore 
able to hold the pencil in close contact with its wall through- 
out its whole length. A strip of gauze moistened with a 5 per 
cent solution of sodium bicarbonate is loosely packed around 
the cervix and firmly against the os to maintain the pencil in 
position. The pencil is withdrawn in from two to four hours, 
depending on its size. No further treatment is necessary. The 
subsequent clinical course is as follows: For two or three days 
there is no discharge; this is due to the complete necrosis of 
the mucous membrane, which has not yet begun to separate as 
a slough. About the third or fourth day it reappears and 
increases until the sixth or seventh day, when a little blood 
is usually noticed. This corresponds to the separation of the 
necrotic mucosa as a slough, either in one well defined gray 
mass or in the form of small particles and shreds. For a few 
days there is a profuse seropurulent discharge, which gradually 
diminishes during the next four weeks, until finally there is 
nothing more than the normal moisture of the vagina. 


Journal of Anatomy, London 
71: 161-318 (Jan.) 1937 
Early Human Ovum (Thomson) in Situ. P. N. B. Odgers.—p. 161. 
Human Embryo of Twenty-Five Somites. C. M. West.—p. 169. 
Development of Infra-Umbilical Portion of Abdominal Wall, with 
Remarks on Etiology of Ectopia Vesicae. G. M. Wyburn.—p. 201. 
Innervation of Periodontal Membrane of Cat, with Some Observations 
on Function of End Organs Found in That Structure. W. Lewinsky 
and D. Stewart.—p. 232. 
Relations of Endogenous and Exogenous Factors in Bone and Tooth 
Development: Teeth of Grey-Lethal Mouse. H. Griineberg.—p. 236. 
Ossa Suprasternalia in Whites and American Negroes and Form of 
Superior Border of Manubrium Sterni. W. M. Cobb.—p. 245. 
Crossed Ectopia of Kidney and Its Possible Cause. Alice Carleton.— 
p. 292. 
Some Abnormalities of Adrenal Gland of Mouse with Discussion on 
Cortical Homology. H. Waring and E. Scott—p. 299. 
Digastric Muscle of Phalanger Orientalis and Maculatus. F. H. Edge- 
worth.—p. 315. 
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Journal of Tropical Medicine and Hygiene, London 
40: 13-24 (Jan. 15) 1937 


The Therapeutics of Malaria. E. C. Spaar.—p. 13. 

Bowel Symptoms in Bilharzia Disease. F. G. Cawston.—p. 15. 

Resistance of Melanoides Tuberculata (Miller) to Schistosoma. F. G. 
Cawston.—p. 16. 


Lancet, London 
1: 125-184 (Jan. 16) 1937 
Tuberculous Disease of Abdominal Lymphatic Glands. G. H. Colt and 
G. N. Clark.—p. 125. 
Intradermal Tests for Susceptibility to Whooping Cough. B. O’Brien. 
p. 131. 
Diagnosis of Whooping Cough: Complement Fixation and Intradermal 
Tests. J. P. J. Paton.—p. 132. 


Nevocarcinoma of Skin and Mucous Membranes. I. G. Williams and 

L. C. Martin.—p. 135. 

Fuchs Serum Proteolysis Test for Malignancy: Report of 170 Examina- 

tions. D. L. Woodhouse.—p. 138. 

Intracranial Pressure During Barbital Narcosis. J. S. Horsley.—p. 141. 

Tuberculosis of Abdominal Lymphatic Glands.—From 
1923 to 1932 Colt and Clark saw, 239 cases of tuberculous dis- 
ease of the abdominal lymph glands. Thirty-eight patients 
with caseous mesenteric glands were operated on, some of them 
for unrelated conditions, during acute obstruction or for acute 
appendicitis. Roentgen examination was made in eighteen cases 
and, in eleven, areas of calcification were seen suggestive of 
glands that had calcified or had begun to calcify. Many of these 
patients were admitted as cases of acute or subacute appendicitis 
and the figures show that the two conditions frequently coexist. 
In twenty-nine of the thirty-eight cases it was possible to excise 
the affected glands. From the suggested relationship between 
a diseased appendix and caseation it seems that the appendix 
should generally be removed. From a study of the 201 con- 
secutive cases of calcareous mesenteric glands it seems that 
during a period of from a few months to a year or more each 
caseous and calcifying gland may be a source of danger. This 
does not necessarily correspond with the period during which 
the patient is actually in danger. One or two glands may 
caseate and commence to calcify. Others may break down some 
considerable time after the first. The cycle is gone through 
again with another danger period to the patient. There is no 
doubt about this happening, as in some of the cases caseous 
glands coexisted with calcified glands. That a natural cure 
by complete calcification occurs in a large proportion of cases 
must be obvious. That tuberculous disease of the mesenteric 
glands does embarrass the absorption of fat is undoubted. In 
a number of cases, calcareous glands are present in the abdomen 
without giving rise to any complaint whatever. In others, 
apart from some slight tenderness and hyperesthesia in the 
right lower quadrant of the abdomen or the umbilical region, 
there may be no other physical sign to be made out. There 
may be some rigidity in the right iliac fossa. There is usually 
some distention of the abdomen, which may be more marked 
during attacks of pain. Roentgen examination of the abdomen 
is generally conclusive. Of the 166 cases in which operation 
was required, twenty-two were untraced. In thirty-five of the 
201 cases, reoperation was required; three patients died shortly 
after operation, two of them having been admitted with acute 
obstruction and the third being in a very obese woman whose 
wound burst nine days after the removal of a chronically 
inflamed appendix and of a few calcareous glands and the free- 
ing of some light adhesions. Recent general peritonitis was 
present, the cause of which was not apparent at postmortem. 
The fourth death occurred from mitral stenosis two years after 
postoperative hemiplegia. Of the remaining 163 cases, 144 
were traced and the results were found to be excellent in 109, 
good in seventeen, poor in six and bad in eight. 

Nevocarcinoma of Skin and Mucous Membranes.—In 
their analysis of twenty-five cases of nevocarcinoma admitted 
to the Middlesex Hospital during 1928 to and through 1935, 
together with some cases of benign melanomas, Williams and 
Martin correlate the histologic and clinical types with prognosis 
and emphasize the clinical features. Pack, quoted by Adair 
(1936), in a careful clinical investigation found that every 
individual has at least twenty pigmented spots on his person. 
These spots are important for two reasons—they may cause 
disfigurement or become malignant. The authors’ five patients 
having undoubted “congenital” nevocarcinoma are alive and 
well without recurrence, one for five years, three for two years 
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and one for one year after treatment. Of the twenty “acquired 
cases,” fifteen are dead. Of the five patients who are still 
alive, the survival rate is one for seven years, one for six years, 
two for four years and one for two years. In two of these 
patients, recurrences occurred in the first year after treatment 
and received yet more radical surgical treatment. The review 
has impressed on the authors that improvement in results can 
be achieved only by the removal with a scalpel of outgrowing 
pigmented congenital tumors exposed to friction by shoes, 
clothing or toilet. The original tumor has been known to 
double its size within forty-eight hours and the disease should 
be included among the “surgical emergencies.” However small 
the primary lesion, a wide excision with at least 2 inches of 
normal skin, together with an extensive radical dissection of 
the lymphatic glands and fascia is essential. When this necessi- 
tates amputation of a limb, it should be advised without hesi- 
tation. A full carcinoma-lethal dose of x-rays should be applied 
in all cases, and even when radical surgery is possible this 
course of treatment should be given as a postoperative measure. 

Fuchs Serum Proteolysis Test for Malignancy.—W ood- 
house examined 170 serums by the Fuchs proteolysis method, 
and up to the present the diagnosis in 120 is sufficiently estab- 
lished (usually by operation, histologic or postmortem examina- 
tion) for comparison with the serum reaction. In fifty-three 
malignant cases examined by the Fuchs proteolysis test, correct 
results were obtained in fifty. The test also gave correct 
results in thirty-eight of forty-two nonmalignant cases. The 
serum from patients who had previously received irradiation 
gave negative reactions to normal protein in almost every 
instance. 


Medical Journal of Australia, Sydney 

1: 1-40 (Jan. 2) 1937 

Recent Progress in Anesthesia. S. V. Marshall.—p. 7. 

Chemical Warfare. D. M. McWhae.—p. 14. 

Treatment of Civilian Gas Casualties. L. Male.—p. 18. 
1: 41-74 (Jan. 9) 1937 

Surgical Education. A. Newton.—p. 41. 

*Mechanism of Visceral Pain. H. J. Wilkinson.—p. 48. 

Funny Turns. S. O. Cowen.—p. 58. 

Mechanism of Visceral Pain.—Wilkinson has discovered 
the painful area in visceral pain by detecting an area of skin 
that appeared to him to be cooler to the touch. He first 
observed this in a patient complaining of epigastric pain. When 
he placed his hand on this region there was a spot that felt 
definitely cooler to the touch than the surrounding areas. 
Normal stimulation of the visceral afferents merely causes 
reflex changes in the intestine; there are no well defined altera- 
tions of consciousness and there are certainly no sensations of 
pain. More violent stimulation of the intestine leads to increased 
bombardment of the sympathetic nuclei in the lateral cornu of 
the cord, with the result that the impulses pass over not only 
into those neurons ultimately connected with the intestine but 
also into adjacent vasomotor neurons that innervate the periph- 
eral vessels. This causes vasoconstriction and associated con- 
ditions in these areas, thus providing the adequate stimuli for 
the pain nerve endings. Pain impulses thus arise in these supef- 
ficial somatic areas and pass by way of the posterior root 
ganglions into the cord and thence by way of the secondary 
neurons of the pain path, the fibers of which run in the posterior 
spinothalamic tract to the thalamus and then on to the cortex. 
When this occurs, sensations of pain are experienced. Briefly, 
the visceral afferents, when adequately stimulated, cause reflex 
vasoconstriction in the somatic peripheral structures, and con- 
ditions thus arise which lead to stimulation of the pain endings 
and to the production of pain sensations. The pain is thus felt 
in the somatic tissue not because it is merely “referred” but 
because the pain nerves are actually stimulated here. The 
lowering of the skin temperature is merely a manifestation of 
the vasoconstriction and associated phenomena which pro 
the adequate stimulation for pain impulses and is not to be 
regarded as the cause of the pain. The pain occurs me 
approximately in the midline because, owing to the anastomoses 
of the vessels, it is in the midline that the phenomena will , 
most intense. This mechanism also explains why a pain & 
sometimes felt in the back; in fact, the pain in the back 1s @ 
some cases the only pain felt. Further, the combined sensations 
of pain in the anterior abdominal wall and in the back may 
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give rise to the judgment of the pain as being deep seated. 
When the pain is felt only in the midline and a “cool” spot is 
identified and infiltrated with procaine hydrochloride, the pain 
appears to “migrate” to another part of the segment involved. 
This is due to the fact that the patient experiences only the 
more intense pain and, when this is abolished, the less intense 
pain, if it exists, is felt in another part 


Mémoires de l’Académie de Chirurgie, Paris 
63: 147-181 (Feb. 10) 1937 


Tumor of Carotid Gland; Complete Extirpation and Conservation of 
Three Carotids: Cure. M. G. Miginiac.—p. 165. 
*Late After-Effects from Eight Total Thyroidectomies in Nonexophthalmic 


Cardiac Insufficiency and Angina Pectoris. C. Lian, H. Welti and 
J. Facquet.—p. 171. 
Thrombo-Arteritis of Large Vessels of Right Upper Extremity: Resec- 


tion of Humeral Artery. M. A. Bréchot.—p. 178. 


Thyroidectomy in Nonexophthalmic Cardiac Insuf- 
ficiency and Angina Pectoris.—Spurred by the recent com- 
munication of Santy and Bérard, Lian and his associates 
describe their own observations following total thyroidectomies 
which they performed on three patients with cardiac insuf- 
ficiency, but with a normal thyroid, two patients with mitral 
and aortic disorders in connection with cardiac insufficiency 
and three patients with angina pectoris with cardio-aortic lesions. 
The first three patients show no discomfort from their slight 
thyroid insufficiency, except for some chilliness and some 
increase in weight. They all take small quantities of digitalis. 
The first patient with the mitral disorder had an aortic insuf- 
ficiency and complete arrhythmia which developed a few months 
after the operation, to which were later added other distur- 
bances, including loss of psychic equilibrium. After some stay 
in the country her condition improved, but she died suddenly 
nine months after the operation. In the second mitral patient 
there was loss of dyspnea on exertion, but the liver remained 
large, and chilliness, bloating and some apathy followed in the 
wake of the operation. The cardiac insufficiency returned and 
the fatal end was precipitated by severe dyspnea. After the 
thyroidectomy the first patient with angina pectoris could be 
somewhat on her feet, but she also soon became depressed and 
edematous and later mentally deranged. At necropsy the 
coronary arteries were found to be completely obliterated. The 
second angina patient enjoyed good health for three months 
after the operation but later on had about two attacks of angina 
daily and died from coronary atheroma. The third patient 
with angina pectoris was an obese woman who had dyspnea 
on exertion. After the operation one grave attack of dyspnea 
could be checked by a small injection of thyroid extract. The 
patient continues to have attacks of angina and her sleep is 
disturbed by difficult breathing. The lesson drawn by the 
authors is that subtotal thyroidectomy would have given much 
better results, especially if the patients had been operated on 
at an earlier stage of their disease. 


Presse Médicale Paris 
-45:.185-208 (Feb. 6) 1937 
Symptomatology of Undulant- Fever: Statistical Study. R. M. Taylor, 
M. Lisbonne and L.-F. Vidal.—p. 185. 
_Combination of Gout with’ Diabetes. P.-L. Violle.—p. 186. 
Relation Between Selenium Poisoning and Pellagra. R. de Rohan- 

Barondes.—p. 188. 

Action of Phrenicectomy. on .Bronchopulmonary Secretions: Its Mecha- 

nism. C, Bibicescu and G. Polatos.—p. 190. 

Selenium Poisoning and Pellagra.—According to 
de Rohan-Barondes, selenium is encountered in the human body 
under certain abnormal conditions.’ Selenium alkalis and oxides 
are toxic.. Its oxide given orally in minute quantities seems 
to contribute to the oxidation of the body sulfur. It is used 
for this reason: in the treatment of cancer. . Animals fed on 
Plants’ rich’ in‘ selenium become paralytic and die from “blind 
staggers,” and the U. S. Department of Agriculture recom- 
mends the saturation of the soil with sulfur. Comparison of the 
symptoms of selenium poisoning with those of pellagra shows 
that the gastro-intestinal disorders and the mental and nervous 
derangements are identical in the two diseases and that the same 
skin symptoms occur in the two when the patients are exposed 
to strong light. Typical symptoms of pellagra have been 
Observed in alcoholic patients who drink cheap beverages made 
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of corn probably containing too much selenium. A diet rich in 
sulfur and yeast seems to have an immunizing effect on selenium 
toxicosis. But in cases in which the liver and the gastro- 
intestinal tract have been exposed to too much damage this 
diet will probably be of little use. It is necessary to examine 
chemically and spectroscopically all food coming from plants 
growing in pellagra regions. Even if the ingested quantity is 
small, its long continued intake is likely to lead to accumulation 
and severe toxicosis, especially in persons with low tolerance. 


Revue de la Tuberculose, Paris 
2: 1153-1368 (Dec.) 1936. Partial Index 
Practical Orientation of Thoracoplasty in Treatment of Pulmonary 
Tuberculosis. F. Tobé and H. Joly.—p. 1154. 
Pulmonary Silicosis. S. Doubrow.—p. 1175. 
Pure Tuberculous Tracheobronchial Adenopathy in Allergic Adult. E. 
Coulaud and J. Dugas.—p. 1177. 
*Value of Negative Tuberculin Reactions. FE. Coulaud.—p. 1185. 
Experimental Study of Relations Between Allergy and Immunity. E. 
Coulaud.—p. 1190. 
*Action of Creosote in Pleural Irrigations. J. Arnaud, Chadourne and 
R. Weiller.—p. 1192. 
Some Particulars in Contralateral Pneumothorax. FE. Libert.—p. 1200. 


Value of Negative Tuberculin Reactions. — Coulaud 
states that the majority of phthisiologists maintain that there 
is no tuberculosis when the BCG reaction is negative. Yet 
the facts militate against this assertion and neither the value 
of the cutaneous nor that of the intradermal reaction can be 
absolute. About thirteen years ago he reported a method of 
imparting a slowly progressive tuberculosis to the rabbit, which 
even after many years showed no positive tuberculin reaction. 
Calmette, having vaccinated cattle with BCG and believing 
them to be cured, had them slaughtered and was surprised to 
find caseous mesenteric nodes containing live Koch bacilli. 
Observations of temporary anergy have been made after grip 
or measles or at the end of gestation. In the life of women 
it is the onset of new phases, such as puberty, menstruation, 
pregnancy and the menopause, which are characterized by a 
physiologic hyperthyroidism which causes .an eclipse of the 
allergic reaction. Thyroid treatment often subdues tuberculin 
reactions, while ovarian treatment enhances them. Anergic 
young women may even be made allergic by ovarian treatment. 
In thousands of cutaneous reactions the author found that they 
were negative in women who had undergone ovariectomy or 
appendectomy. The allergic state is by no means consistent 
and unchangeable. Any reinfection or discharge of endogenous 
bacilli may modify the tuberculin reaction. On a former occa- 
sion the author made subcutaneous injections of BCG in allergic 
patients, expecting the tuberculin reactions to become stronger. 
The reactions were not only modified but were even weakened 
in the majority of cases. Furthermore, all kinds of factors, 
known and unknown, may temporarily or permanently modify 
the allergic intensity. He feels that his deductions have value 
only for a populous center, such as Paris. People living in 
open spaces or in northern countries may not have come in 
contact with tuberculosis. 


Creosote in Pleural Irrigations.—Arnaud and his collab- 
orators made. the observation that the draining of tuberculous 
pleurisies with effusion is often but.a first step leading to 
thoracoplasty. Therefore they were justified in attempting irri- 
gation first and, after having tried other medicaments, they 
used in one case a 10 per cent solution of creosote in alcohol. 
During the following hours the temperature fell from 102.5 to 
98.5 F. Three further irrigations were given at intervals of 
two days, and after every irrigation 300 cc. of the solution was 
left in the pleural cavity. Cultures of the pleural fluid soon 
were sterile. Two weeks later the temperature rose again to 
105 F. and pneumococci were observed in the culture but were 
of little virulence. A new irrigation of creosote solution proved 
itself immediately effective: there was a strong fibrinous reac- 
tion and a considerable diminution of pneumococci. Similar 
observations were made in two other cases with even better 
results. To trace the effects of creosote solutions on puru- 
lent pleurisies the authors mixed one drop of creosote with 
a variable number of drops of young culture in bouillon so as 
to obtain mixtures of from 0.1 to 0.01. These creosote cultures 
were put into ‘the incubator for from three to twenty-four 
hours and then recultured. Only the 0.01 cultures were not 
sterile after a contact of six hours. Creosote is naturally 
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injurious to the skin; but it is well tolerated by the pleura, 
especially when the pleura is thick. The elimination of the 
creosote could not be followed up. The amount of phenol 
derivatives in the urine was insignificant. No kidney trouble 
resulted. 


Minerva Medica, Turin 
1: 79-102 (Jan. 28) 1937 

Infections and Parasitic Diseases Prevailing in Somaliland During 

Recent Colonial War. G. Mariani.—p. 79. 

Phenols in Blood in Uremias Technic for Determination. F. Marcolongo. 

. 83. 

Lithinsis of Salivary Gland: Case. O. Salico.—p. 91. 

Technic for Determination of Phenols in Blood. — 
Marcolongo points out the disadvantages of present methods 
for the determination of phenols in blood in uremia. He 
describes a new colorimetric micromethod to demonstrate ether 
soluble and ether insoluble volatile phenols in blood. The appa- 
ratus used is of Becher’s type. The technic is as follows: 
Five or 10 cc. of blood is made uncoagulable and put in a 
glass beaker of 1 liter capacity with 200 cc. of distilled water, 
2 Gm. of sodium bicarbonate and 2 Gm. of sodium sulfate. 
The mixture is vigorously stirred and distilled. The first dis- 
tillate (free phenols) is obtained in a quantity of 100 or 150 cc. 
The solution remaining in the beaker is allowed to cool. Water 
is added to the same amount (100 or 150 cc.) as that obtained 
by distillation, as well as 2 cc. of concentrated sulfuric acid. 
Distillation is then repeated. The second distillate (bound 
phenols) is obtained in a quantity of 100 or 150 cc. The dis- 
tillates are subjected separately to the process of removal of 
the phenols by ether. The ethereal phenol extracts, separately, 
are neutralized and concentrated by evaporation of ether to a 
volume of 15 cc., to which 5 cc. of distilled water is added. 
The aqueous residues from the two distillates are mixed and 
concentrated in an electric oven from a total volume of 200 cc. 
to 40 cc. The colorimetric Moir test is then performed, sepa- 
rately, on 40 cc. of the mixture of equal parts of the two 
aqueous ethereal phenol extracts and on 40 cc. of the concen- 
trated aqueous residue from both distillates. Positive and 
strongly positive results of the reaction are shown by the 
appearance of orange-red and red respectively. The intensity 
of the color is reached in fifteen or thirty minutes. Negative 
results of the test are shown by the appearance of a greenish 
yellow. The control solutions for colorimetry are prepared 
by diluting, in distilled water, a 1 per thousand phenol solution 
in tenth normal hydrochloric acid so that 20 cc. of each control 
solution contains 0.0125 and 0.025 mg. of phenol respectively. 
The solution used in the test is that of the closest color to 
the unknown one. For lighter colors, such as those given 
by the residues of the distillates, 20 cc. of the control solution 
containing 0.025 mg. of phenol is brought to a volume of 40 cc. 
by adding distilled water to it. Extremely weak phenol solu- 
tions containing 0.005 mg. of phenol in 20 cc. of the solution 
give a greenish yellow which correspond to negative results 
of the Moir test. The colorimetry is made within fifteen to 
thirty minutes of the appearance of the color. Final calcula- 
tions of colorimetry are made in the usual way: The figure 
given in the colorimetric scale by the control solution used is 
divided by that given by the solution of unknown phenol con- 
tent and the result is multiplied by the figure that shows the 
concentration of the original control solution used (either 0.0125 
or 0.025). The result is then multiplied by 10 or 20, depending 
on whether 10 or 5 cc. of blood was used in the test. The 
final figures indicate the phenol contents in milligrams per 
hundred cubic centimeters of blood. The advantages of the 
method described by the author are the following: The amount 
of blood used is small. The technic is easy and results are 
obtained within an hour. The colorimetric reaction is not 
subject to errors. The test is of relative precision, sensitivity 
and specificity. Substances other than phenols, the presence of 
which may render uncertain the results of the test, are elim- 
inated by the process of etherization. The loss of phenols 
during the procedure is small and one is able to determine 
the presence and amount of both ether soluble and insoluble 
phenols. The amount of insoluble phenols in the blood is 
small. The importance and significance of the latter will be 
discussed further by the author. 


Rivista di Pathologia e Clin. Tubercolosi, Bologna 
11: 1-84 (Jan. 31) 1937 
Lipids in Blood in Pulmonary Tuberculosis. E. Lenci.—p. 1. 
Tubercle Bacilli in Sputum Obtained by Culture Procedure. F. Addarii, 
—p. 14. 
*Advisability and Indications of Inducing Exudative Pleurisy. S. Gunella, 
=a, . 
Rk: Pneumothorax: Case. W. Grappa.—p. 30. 
Adhesive Mediastinal Pleuritis: Pathogenic, Clinical and Statistical 
Study. R. Rimini.—p. 42. 
Experimental Tuberculous Cerebral Meningitis. E. Zamboni.—p. 56. 
Inducing Exudative Pleurisy.—Gunella states that exuda- 
tive pleurisy, spontaneously developed in the course of artificial 
pneumothorax, has a favorable action on the latter in certain 
cases of unilateral pulmonary tuberculosis. In bilateral tuber- 
culosis it has a favorable action on the tuberculous lesions of 
the pleuritic side but an unfavorable action on those of the 
contralateral side. The author discusses the advisability and 
indications of inducing exudative pleuritis. The latter is a 
complication of pneumothorax, its beneficial effects are restricted 
to few cases and, spontaneously developed or artificially induced, 
it may be followed by more or less grave immediate or late 
complications. Induction of exudative pleurisy is indicated only 
in unilateral pulmonary tuberculosis on the following premises: 
when total or subtotal pneumothorax fails to close the cavities 
and in the presence of intractable adhesions that prevent col- 
lapse, especially if there is hemoptysis. In both cases induction 
of exudative pleuritis will be resorted to if the adhesions are 
beyond reach of the Jacobeaus resection, when phrenico- 
exeresis or partial thoracoplasty is not indicated and when the 
results of any of these operations are unsatisfactory. Other- 
wise it is advisable to prefer the operations rather than induc- 
tion of exudative pleuritis. 


Annaes Brasileiros de Gynecologia, Rio de Janeiro 
3: 1-94 (Jan.) 1937 
*Primary Actinomycosis of Fallopian Tubes. G. De Faria and A. Fialho. 
—p. 1. 
sume Obesity According to Conceptions of Constitutionalistic School, 

T. Botelho.—p. 25. 

Primary Actinomycosis of Fallopian Tubes.—According 
to De Faria and Fialho, only two cases of tubal actinomycosis 
out of a total of seventy-nine cases of actinomycosis of the 
genitalia are reported in the literature. The authors’ case is 
the first reported in Brazil and the third reported in the litera- 
ture. The diagnosis of genital actinomycosis is made, as a 
rule, by microscopic examination of the involved organ which 
has been surgically removed. The infection takes place through 
the digestive tract and sometimes through the blood. Puer- 
perium and lactation stimulate the condition to a malignant 
evolution. The treatment consists in early operation with 
removal of involved organs before rupture of the tumors with 
consequent dissemination of the infection. In the case reported 
a preoperative pathogenic diagnosis was not made. The puru- 
lent secretion of the vagina failed to show the fungi on micro- 
scopic examination. The disease evoluted, simulating adnexitis. 
The treatment was bilateral salpingectomy followed by drain- 
age and administration of sodium iodide intravenously. On 
microscopic examination the tubes were found to be the seat 
of infiltration and other changes of the mucosa. The tubal 
tumors contained mycelia and actinomycosic granulations. The 
recovery of the patient was verified three years later. 


Klinische Wochenschrift, Berlin 
16: 185-216 (Feb. 6) 1937. Partial Index 

*Ion Concentration in Allergic-Hyperergic Inflammation. 
—p. 188. 

Anti-Inflammatory Action of Bile Acids. E. Hesse, R. Vonderlinn and 
Liesbeth Zeppmeisel.—p. 190. 

*Clinical Observations om Question of Neurogenic Hypertension. K- 
Schneyer.—p. 192. 

Luteinizing Action of Follicle Hormone by Modification of Leutogenic 
Secretion of Anterior Lobe of Hypophysis. W. Hohlweg and A. 
Chamorro.—p. 196. 

Acute Otitis Media and Diabetes. H. Barth.—p. 198. 

Sinistropositio Coli. H. Albers.—p. 201. 

Prontosil in Treatment of Erysipelas and Simultaneously Existing Renal 
Disease. A. Virgil, I. Pascal and V. Lazarescu.—p. 203. 


Ion Concentration in Allergic-Hyperergic Inflamma- 
tion.—Knepper, after directing attention to Schade’s observa 
tion that inflammation is usually accompanied by an acidosis 
of the tissues, that is, by an increase in the hydrogen ions, 


R. Knepper. 
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suggests that, since allergic-hyperergic inflammation differs in 
many respects from normo-ergic inflammation, it differs also 
with regard to the molecular disturbance. He determined the 
ion concentration in allergic-hyperergic infiltrates and found 
that this type of inflammation is not accompanied by a tissue 
acidosis but presents alkaline values. He shows that this 
observation has not only theoretical but also practical thera- 
peutic significance. Calcium is often given in allergic disorders 
and effects a change toward acidosis. The author suggests that 
the therapeutic effect of calcium is probably exerted by way of 
this acidosis and not merely by reducing the permeability of 
the vessels. He thinks that in rheumatism, which is also con- 
sidered an allergic-hyperergic inflammation, salicylic acid and 
other antirheumatics act by inducing tissue acidosis. 

Question of Neurogenic Hypertension.—Schneyer points 
out that in animals it is possible to produce an arterial hyper- 
tension by the exclusion of some of the pressoreceptor circula- 
tory nerves. Reasoning that clinical studies on whether a 
corresponding form of hypertension exists in human subjects 
would throw light on some disputed questions in the problem 
of hypertension, the author made observations on 224 patients 
with hypertension and on ninety persons of the same age groups 
but without hypertension. The results of studies on the rela- 
tionship between blood pressure and the pulse rate, of the 
carotid pressure test and of other investigations justified the 
assumption that there is no neurogenic hypertension in human 
subjects that corresponds to the hypertension resulting from 
the exclusion of pressure nerves in animals. Moreover, there 
is evidence that the hypertension which in animals follows the 
exclusion of the pressor nerves is not permanent but subsides 
again. 


Zentralblatt fiir Gynakologie, Berlin 
61: 241-304 (Jan. 30) 1937. Partial Index 
Some Interesting Hysterosalpingograms and Their Relation to Clinical 

Aspects. W. Thiel.—p. 248. 

Subserous Effusion of Blood of Obscure Etiology in Right Uterine Tube 

Before Menarche in Girl, Aged 12. S. Ermich.—p. 258. 

Chemical Diagnosis of Pregnancy According to Visscher and Bowman. 

R. Wagner.—p. 262. 

*Reaction for Determination of Normal and Ectopic Pregnancy by Means 

of Infusoria. N. J. Kustallow.—p. 269. 

*Positive Aschheim-Zondek Reaction in Tuberculous Disease of Uterine 

Tubes. A. von Latzka.—p. 277. 

Determination of Pregnancy by Means of Infusoria.— 
Kustallow mentions the different pregnancy reactions and then 
points out that he himself aimed to find a test object that would 
permit a correct and rapid determination of pregnancy. He 
attached especial importance to the results in ectopic preg- 
nancy. As test object he employed infusoria, namely, Ciliata 
paramecium-caudatum. He places a drop of hay solution with 
infusoria on a slide (without coverglass) and examines it under 
the microscope, which reveals that the animalcules move rap- 
idly in straight lines. Then he adds a drop of catheter urine. 
If the urine is from a pregnant woman, the animalcules com- 
mence to move around their longitudinal and transverse axis 
and become grouped in piles (a sort of agglutination). They 
have a tendency to move toward the periphery, and after from 
thirty to ninety seconds complete cessation of all movements 
usually results. Shortly before movement stops, some of the 
animalcules undergo destruction: first, a rocket with a fanlike 
Projection protrudes from the posterior pole of the body; this 
's followed by complete disintegration into small granules. If 
movements persist beyond ninety or 120 seconds, the reaction is 
incomplete ; if they persist longer than five minutes, it is negative. 
In many cases of ectopic pregnancy, the cessation of movement 
requires up to two minutes. The reaction is positive also in 
tase of abortion as long as there are still pregnancy products 
in the organism. Investigations on what substances are respon- 
sible for the action exerted by pregnancy urine on infusoria 
convinced the author that proteins, lipoids, carbohydrates and 
Perhaps hormones play a part. The author emphasizes the 
Simplicity and rapidity of the method and the fact that at least 
M ectopic pregnancy it has a greater degree of correctness 
than do other methods; he also points out that the test is still 
in the experimental stage. 

Positive Aschheim-Zondek Reaction in Tuberculous 

sease of Uterine Tubes.—In discussing the factors that 
ate responsible for the production of the Aschheim-Zondek 
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reaction, von Latzka mentions various conditions other than 
pregnancy that cause an increase of the gonadotropic hormone 
in the urine. Among others he mentions tuberculous disease 
of the uterine tubes, pointing out that Wilson observed a posi- 
tive Aschheim-Zondek reaction in such cases. He himself 
observed two cases that corroborate Wilson’s observation. He 
describes these cases and shows that cases of threatening per- 
foration, as the result of adhesions, of positive Aschheim- 
Zondek reaction and of menstrual disturbances may readily be 
mistaken for extra-uterine pregnancy. A definite differentia- 
tion is possible only by laparotomy. 


Wiener klinische Wochenschrift, Vienna 
50: 179-210 (Feb. 12) 1937 
Dyspnea in Patients with Heart Disease. E. Zak.—p. 179. 
Action of Galvanic Current on Course of Excitation in Heart Muscle. 
O. Hochstadt and A. Leimdérfer.—p. 184. 
Spontaneous Elimination of Gallstones. K. Bidinger.—p. 187. 
*Treatment of Fracture of Spinous Processes. F. G. Schnek.—p. 191. 
Epinephrine-Histamine Reaction as Functional Test of Sympathetic and 
Endocrine Disturbances. M. Breitmann.—p. 193. 
Treatment of Bronchial Asthma with Insulin Shock. J. Wegierko.— 
Dp. 195. 
Tisaionene of Adrenal Insufficiency. K. Hitzenberger.—p. 197. 
Treatment of Fracture of Spinous Processes.—Schnek 
points out that avulsion of the spinous process of the seventh 
cervical vertebra or of the spinous processes of the neighboring 
vertebrae is relatively frequent in road and dam construction 
work, in certain types of agricultural work and in some sports. 
This type of fracture results usually from a sudden, jerking 
muscular traction. Only conservative methods of treatment are 
advisable. Surgical intervention is not required during the 
early or during the late stage. The pain in the surrounding 
musculature is due to the sensitivity of the site of fracture. 
The author recommends anesthetization by means of from 5 to 
10 cc. of a 2 per cent solution of procaine hydrochloride. If 
after a few minutes the pain has disappeared, all movements 
are possible again but if, during the following days, the sur- 
rounding musculature still remains sensitive, he advises infiltra- 
tion with a 0.5 per cent solution of procaine hydrochloride. 
The patients are usually able to work again after about six 
weeks. There is no permanent impairment. 


Novyy Khirurgicheskiy Arkhiv, Dnepropetrovsk 
37: 155-376 (No. 146) 1936. Partial Index 
Innervation and Healing of Compound Fractures. N. I. Bunin and 

V. M. Okonevskiy.—p. 155. 

Anaerobic Infection Following Injections of Various Medicinal Sub- 

stances. D. A. Arapov.—p. 169. 

*Perforating Gastroduodenal Ulcers. D. A. Lemberg.—p. 191. 
Inflammatory and Suppurative Disorders of the Intestine. V. I. 

Mushkatin.—p. 202. 

Malignant Tumors of the Thyroid. A. I. Sorkina and P. Ya. Esau.— 
9? 
iqnaaen and Pathogenesis of Ludwig’s Angina. M. B. Fabrikant.— 

p. 241. 

Perforating Gastroduodenal Ulcers.—According to Lem- 
berg there were 233 cases of perforation of gastroduodenal ulcer 
in which operation was performed at the Emergency Institute 
of Leningrad from 1932 to 1935. There were 222 men and 
eleven women. In twenty-nine cases (12.4 per cent) there 
was no history of ulcer symptoms in the past or prior to the 
attack. Thirty-three (28.6 per cent) manifested exacerbation 
of the symptoms in the days preceding the perforation. Sudden 
onset of severe epigastric pain, absence of abdominal breathing, 
rigidity of the abdominal wall and pneumoperitoneum consti- 
tuted the most reliable diagnostic signs. Treatment consisted 
of a simple suture of the perforation in two layers, the omentum 
being utilized to protect the suture line, and closure of the 
abdomen without drainage. When the perforation was located 
in the pylorus or in the duodenum, a gastro-enterostomy was 
added. The mortality was 16.7 per cent. The author is opposed 
to partial gastric resection on the ground that wide application 
of it would result in high mortality. He is not convinced that 
resection is the best form of treatment for every type of ulcer. 
The author believes that the fact that Yudin was able to show 
the low mortality of 9.8 per cent in 673 resections is due to 
selection of cases; otherwise it would be difficult to explain the 
same author’s 53.4 per cent mortality from simple suture. He 
concludes that the palliative procedure of simple closure with 
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or without gastro-enterostomy is capable of saving many lives 
and of curing a fairly high proportion of cases. Patients with 
late ulcer symptoms following palliative procedure may be sub- 
jected to a medical regimen or to a resection under much more 
favorable conditions. 

Ludwig’s Angina.—According to Fabrikant, Ludwig’s angina 
is not a specific clinical entity. It is due to the action of 
anaerobic micro-organisms. The infection spreads rapidly along 
the floor of the mouth to reach the retropharyngeal space. The 
infection is characterized by a rapid spread, woody infiltration 
without definite limitation, lack of involvement of the overlying 
skin, at least in the beginning, marked edema of the mucous 
membrane of the floor of the mouth, lifting the tongue upward 
and backward, and symptoms of general intoxication. The 
various submaxillary, submental, sublingual and retromaxillary 
abscesses, lymphadenitis and periadenitis are to be distinguished 
from Ludwig’s angina by the fact that they break down early 
and form pus. In Ludwig’s angina there is formed early in its 
course a dirty gray infiltration of the muscles with the forma- 
tion of a small amount of ichorous fluid having a marked gan- 
grenous odor and at times containing gas. Bacteriologic studies 
have revealed many organisms, such as staphylococci and hemo- 
lytic streptococci. The author believes that the anaerobes are 
the important organisms in the process. The most frequently 
found organism in their cases was Bacillus perfringens. Early 
recognition and immediate operation are essential if the patient 
is to be saved. _ The author recommends a transverse incision 
parallel to the jaw, division of the muscles, excision of gan- 
grenous tissue and wide exposure down to the root of the 
tongue. The wound is dressed twice daily and is irrigated with 
hydrogen peroxide. The author treated eleven patients at the 
stomatologic institute of Kharkov with one fatality. 


Hospitalstidende, Copenhagen 
80: 1-28 (Jan. 5) 1937 
Significance of Structural Analysis in Biology. L. Einarson.—p. 1. 
*Total Volvulus of Stomach: Case. E. Tglbgll—-p. 14. 

Total Volvulus of Stomach.—Tglbgll believes that his case 
of torsion about both the longitudinal and the transverse axis 
in a woman, aged 43, is the first Danish case of total volvulus of 
the stomach. He says that in this disorder there is a change 
of position of the stomach with a twisting of about 180 degrees 
about the longitudinal or the transverse axis. In partial torsion 
only part of the stomach turns about the transverse axis; in 
total torsion there is a turning of fully 180 degrees about the 
longitudinal axis, which may be complicated by a secondary 
torsion about the transverse axis. The idiopathic form, always 
total, includes all cases without pathologic changes in the 
stomach, presumably because only the sound stomach can per- 
form such marked shiftings in localization. In the symptomatic 
form, always partial, pathologic gastric or perigastric conditions 
are present. This form, far more frequent than the idiopathic, 
always affects the pyloric horizontal part of the stomach. While 
the pathologic changes often explain the mechanics of partial 
torsion, the origin of total volvulus is especially difficult to 
account for. Gastroptosis and hypermobility are regarded as 
predisposing factors. Diagnosis in total volvulus is difficult 
in spite of several characteristic signs—violent vomiting, vomited 
matter never mixed with bile or feculent, rapid cessation of 
vomiting followed by spitting up of regurgitating mucus from 
the esophagus, the patient’s inability to take a particle of food, 
development of meteorism localized to the upper left part of 
the epigastrium and at first limited to this region, remarkably 
slight tenderness of the epigastric tumor in view of the violence 
of the disturbance, and finally cardial obstruction making intro- 
duction of the stomach sound impossible. The last-named con- 
dition is of great significance if the presence of a foreign body 
in the esophagus is excluded but may- fail in the milder cases 
without torsion about the transverse axis. Treatment, as soon 
as possible, is surgical. The symptoms in partial volvulus are 
less pronounced, but there are violent vomiting and intense 
pain in the epigastrium, which may disappear as suddenly as 
they set in, when the torsion ceases. Even though the danger 
passes for the time, omission of intervention is risky, as the 
prognosis in partial volvulus also is doubtful. Roentgen exami- 
nation is as important and decisive in partial volvulus, in which 
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the diagnosis is hardly possible without its aid, as it is difficult 
and uncertain in total volvulus. Thirty-three cases of total 
volvulus were reported up to 1926. Of the thirty-four cases, 
including the author’s personal case, necropsy was done in the 
ten cases in which operation was not performed. In six of the 
remaining cases death followed the operation and in eighteen 
there was recovery. Diagnosis was made before operation in 
five cases. Most cases occurred in adults, aged from 40 up, 
but two cases are recorded in children aged respectively 2 
(Siegel) and 5 (Dujon) years. 


Hygiea, Stockholm 
99: 1-32 (Jan. 15) 1937 
*Hematologic Study of Some Cases of Chronic Nephritis. N. G. 

Nordenson.—p. 1. 

Chronic Nephritis.—Nordenson discusses eighteen cases of 
anemia in which all degrees were represented, from those with 
4.26 million red blood corpuscles and a hemoglobin value of 
82 per cent to grave cases of 1.44 million red blood corpuscles 
and a hemoglobin percentage of 29; it was usually of secondary 
type with index below 1. He says that no regenerative changes 
in the form of reticulosis appeared in the peripheral blood. 
In no case were there marked signs of degeneration in the red 
blood corpuscles. There was pronounced granulocytosis in all 
but one case. Intravital examination of the sternal bone mar- 
row revealed elective injury of the erythropoiesis; the leuko- 
poiesis was relatively intact. The percentual relation between 
the number of white blood corpuscles and the nucleated red 
blood corpuscles was reduced in almost all cases. While the 
erythrocytic elements normally constitute from 20 to 25 per 
cent of all cells in the sternal punctate, the average in this 
material was 13 per cent. The bone marrow was compara- 
tively intact in two of the three cases in which treatment 
with iron was fairly successful and in the one in which a blood 
transfusion gave good reaction. The author concludes that the 
anemia in chronic nephritis depends on a reduced bone marrow 
function caused by a beginning aplasia of the erythropoietic 
system. Necropsy in eleven of the cases showed the normally 
active bone marrow to be unusually pale. Both anatomic and 
histologic changes indicated a lessened regenerative power. In 
a number of cases a certain parallel appeared between the rest 
nitrogen and renal function on the one hand and the anemia 
on the other, and, on the whole, the longer the duration of 
the nephritis, the more marked was the anemia. To what 
extent other factors act in the genesis of the beginning aplasia 
of the erythropoietic system is uncertain. 


Ugeskrift for Leger, Copenhagen 
99: 55-98 (Jan. 21) 1937 
*Some Sequels After Trauma of Cranium. E. Busch, E. Jerlang and 
K. E. Larsen.—p. 55. 
Measles in Adults. V. Stermose and S. E. Kofoed.—p. 59. 
*Weil’s Disease: Three Cases. I. Knudsen.—p. 62. 
Casuistic Report on Treatment of Pneumonia with Quinine Urethane 

Calcium. C. C. Jacobsen.—p. 64. 

Sequels After Trauma of Cranium.—Busch and his ass0- 
ciates discuss six posttraumatic syndromes; namely, epidural 
hematoma, depression fractures, traumatic arachnoiditis, cif- 
cumscribed traumatic brain lesion, traumatic diploe-osteomyelitis 
and traumatic cephalalgia, each illustrated by a verified cas¢ 
from the neurosurgical clinic of the Rigshospital. The sym 
dromes are typical with regard to etiology, pathologic anatomy 
and symptomatology and have a favorable prognosis provi 
the disorder is recognized and proper treatment is instituted, 
and so common and of such significance that they are of inter- 
est not only for the specialist but also for the practitionef, 
whose knowledge of these cases will in many instances decide 
the fate of the patient. 

Weil’s Disease.—Knudsen reports three cases of Weil's dis- 
ease. The first two patients were farmers, aged 52 and 
who after a heavy rain had spent two or three days in cleat- 
ing their blocked sewers, assumed to have been infected 
rats. The third patient, aged 27, had for three weeks beet 
working in water up to his waist, cleaning drainage ditches, 
and is regarded as supporting the theory of the primary occur 
rence of spirochetes in muddy water and their growth m it 
during summer weather. ae 





wea 











